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TO HIS EXCELLENCY 
THE GOVERNOR GENERAL IN COUNCIL, 


May IT PLEASE YOUR EXCELLENCY, 


We, the Commissioners appointed by an Order in 
Council dated 20th June, 1961, to inquire into and 
report upon the existing facilities and the future 
need for health services for the people of Canada 
and the resources to provide such services, and to 
recommend such measures, consistent with the con- 
stitutional division of legislative powers in Canada, 
as the Commissioners believe will ensure that the best 


possible health care is available to all Canadians: 


BEG TO SUBMIT TO YOUR EXCELLENCY 


THE SECOND AND FINAL VOLUME OF OUR REPORT 


CANADA 


Elizabeth the Second 


BY THE GRACE OF GOD 


OF THE UNITED KINGDOM, 
CANADA AND HER OTHER 


REALMS AND TERRITORIES 


Queen 


HEAD OF THE COMMONWEALTH, 


DEFENDER OF THE FAITH 


ACTING DEPUTY ATTORNEY GENERAL 


eg a a a Pere 


DEPUTY ADMINISTRATOR 


TO ALL TO WHOM THESE PRESENTS SHALL COME OR 
WHOM THE SAME MAY IN ANYWISE CONCERN, 


Greeting: 


WHEREAS pursuant to the provisions of Part I of the Inquiries Act, chap- 
ter 154 of the Revised Statutes of Canada, 1952, His Excellency the Gover- 
nor in Council, by Order P.C. 1961-883 of the twentieth day of June, in 
the year of Our Lord one thousand nine hundred and sixty-one, a copy of 
which is hereto annexed, has authorized the appointment of Our Commis- 
sioners therein and hereinafter named to inquire into and report upon the 
existing facilities and the future need for health services for the people of 
Canada and the resources to provide such services, and to recommend such 
measures, consistent with the constitutional division of legislative powers in 
Canada, as the Commissioners believe will ensure that the best possible 
health care is available to all Canadians and, in particular, without restricting 
the generality of the foregoing, to inquire into and report upon 


(a) the existing facilities and methods for providing personal health services 
including prevention, diagnosis, treatment and rehabilitation; 


(b) methods of improving such existing health services; 


(c) the correlation of any new or improved program with existing services 
with a view to providing improved health services; 


(d) the present and future requirements of personnel to provide health 
Services; 


(e) methods of providing adequate personnel with the best possible training 
and qualifications for such services; 


(f) the present physical facilities and the future requirements for the provi- 
sions of adequate health services; 


(g) the estimated cost of health services now being rendered to Canadians, 
with projected costs of any changes that may be recommended for the 
extension of existing programs or for any new programs suggested; 


(h) the methods of financing health care services as presently sponsored by 


management, labour, professional associations, insurance companies or 
in any other manner; 


(i) the methods of financing any new or extended programs which may be 
recommended; 


(j) the relationship of existing and any recommended health care programs 
with medical research and the means of encouraging a high rate of 
scientific development in the field of medicine in Canada; 


(k) the feasibility and desirability of priorities in the development of health 
care services; and 


(1) such other matters as the Commissioners deem appropriate for the 
improvement of health services to all Canadians, 


and has conferred certain rights, powers and privileges upon Our said 
Commissioners as will by reference to the said Order more fully appear. 


NOW KNOW YE that, by and with the advice of Our Privy Council for 
Canada, We do by these Presents nominate, constitute and appoint Chief 
Justice Emmett M. Hall of the City of Regina, in the Province of Sas- 
katchewan, Miss Alice Girard, Registered Nurse, of the City of Montreal, 
in the Province of Quebec, Doctor David M. Baltzan, of the City of Sas- 
katoon, in the Province of Saskatchewan, Professor O. J. Firestone, of the 
City of Ottawa, in the Province of Ontario, M. Wallace McCutcheon, 
Esquire, of the City of Toronto, in the Province of Ontario, Doctor C. L. 
Strachan, of the City of London, in the Province of Ontario, and Doctor 
Arthur F. Van Wart of the City of Fredericton, in the Province of New 
Brunswick, to be Our Commissioners to conduct such enquiry. 


TO HAVE, HOLD, EXERCISE AND ENJOY the said office, place and 
trust unto the said Emmett M. Hall, Alice Girard, David M. Baltzan, O. J. 
Firestone, M. Wallace McCutcheon, C. L. Strachan, Arthur F. Van Wart, 
together with the rights, powers, privileges and emoluments unto the said 
office, place and trust of right and by law appertaining during Our Pleasure. 


AND WE DO HEREBY authorize Our said Commissioners to exercise all 
the powers conferred upon them by section 11 of the Inquiries Act and be 
assisted to the fullest extent by government departments and agencies. 


AND WE DO HEREBY authorize Our said Commissioners to adopt such 
procedure and methods as they may from time to time deem expedient for 
the proper conduct of the enquiry and sit at such times and at such places 
in Canada as they may decide from time to time. 


AND WE DO HEREBY authorize Our said Commissioners to engage the 
services of such counsel, staff and technical advisers as they may require at 
rates of remuneration and reimbursement to be approved by the Treasury 
Board. 


AND WE DO HEREBY require and direct Our said Commissioners to 
report their findings to Our Governor in Council, and file with the Dominion 
Archivist the papers and records of the Commission as soon as reasonably 
may be after the conclusion of the inquiry. 


AND WE FURTHER appoint the said Chief Justice Emmett M. Hall to be 
Chairman of Our said Commissioners. 


IN TESTIMONY WHEREOF We have caused these Our Letters to be 
made Patent and the Great Seal of Canada to be hereunto affixed. 


WITNESS: The Honourable Charles Holland Locke, Puisne Judge of the 
Supreme Court of Canada and Deputy of the Honourable Patrick 
Kerwin, Chief Justice of Canada and Administrator of Our 
Government of Canada. 


AT OTTAWA, this twenty-fourth day of July in the year of Our Lord 
one thousand nine hundred and sixty-one and in the tenth year of Our 


Reign. 
By Command, 


oe 
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FOREWORD 


In fulfilling our Terms of Reference, as provided for in Order in Council 
P.C. 1961-883, this Commission has presented its Report in two volumes. 
Volume I, tabled in the House of Commons on June 19, 1964, presented 
our main analysis of the health problems faced by, and the type and extent 
of health services available to Canadians, the gaps and inadequacies in 
such services, and what we consider the best means of meeting the needs 
of the nation in the various parts of the country, now and in the future, so 
as to ensure that the best possible health care is available to all Canadians. 
This, our second volume, rounds out our analysis in areas not covered in 
Volume I and it completes our Report. 

We now spell out in Chapter 1 some of the basic requirements of the 
comprehensive Health Care Programmes which we recommended in Volume I, 
and dealt with in the analysis of that Volume, including the quality of health 
services and the freedom of both the providers and users of health services. 

We then present, in Chapters 2 and 3, the requirements for health 
personnel not covered in detail previously, i.e., pharmacists, paramedical 
personnel, optometrists, opticians, podiatrists, ambulance personnel and drug- 
less practitioners including chiropractors, naturopaths and osteopaths. 

The expansion and organization of health research and the integration 
and development of health statistics are reviewed in Chapters 4 and 5, with 
the increased importance of voluntary health organizations in comprehensive 
Health Care Programmes presented in Chapter 6. 

Planning, co-ordination and organization of health services, at the 
federal, provincial, and local and community levels, with special emphasis on 
the requirements of the Northland, are the theme of Chapters 7, 8 and 9. 

We presented in Chapter 2 of Volume I our Recommendations 1-200. 
We offer additional Recommendations numbering 201-256 in Volume II, 
with the reasoning underlying these recommendations spelled out in the 
text, where appropriate. In Chapter 10, we pull together Recommendations 
201-256, and include addenda to Recommendations 59, 61, 62, 80, 109 
and 195 made previously in Volume I. 

In preparing the estimates on costs of the over-all programmes for 
health care for Canadians, allowance has been made for the recommendations 
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which we include in Volume II. Some upward adjustments would be required 
for the financial implications of expanded research and public health pro- 
grammes, the provision of medical libraries and certain special requirements 
to provide adequate health services for the Northern areas recommended in 
Volume II. The amounts involved, while substantial in themselves and of 
great importance to the success of these two types of programmes, are com- 
paratively small in relation to total expenditures so that, as we said in 
Volume I, the cost figures submitted earlier can, for all practical purposes, 
be taken as the cost of the over-all programmes. 

In preparing the Report of the Commission, we had the competent 
assistance of our staff, as listed in Appendix A of this Volume? and 
immeasurable help from many scholars who have, singly or in teams, pre- 
pared 26 research studies for us, as listed in Appendix B.> In particular we 
express our appreciation for the valuable help received from Dr. J. J. Madden 
of the University of Western Ontario. The Commission held 67 days of public 
hearings in every province of Canada and in the Yukon,‘ and it received 
submissions and heard representations from 406 organizations and indivi- 
duals,® as listed in Appendices D and E in Volume I. 

We emphasized in Volume I* and we wish to repeat here that time 1s 
of the essence in the development of certain health services such as the 
implementation of crash programmes for the education and training of health 
personnel, the expansion and organization of health research, the introduction 
of children’s dental programmes and the provision of expanded health 
services for retarded and crippled children. Similar urgency applies to the 
expansion of the scope of the Hospital Insurance and Diagnostic Services 
Act, particularly the inclusion of mental health hospital services under the 
coverage of that Act. In fact we are heartened by the initiative shown by some 
of the provincial governments which are proceeding with the development of 
extensive programmes of education and training of health personnel, and we 
refer particularly to the imaginative programme involving $100 million an- 
nounced recently by the Ontario Government. 

In other fields, no less important in the development of comprehensive 
and effective health services for all Canadians, haste should be made slowly 
because of the important long-term implications of the comprehensive pro- 
grammes which we have recommended. We visualize that full implementation 
of the programmes may take seven years so that by 1971, Canadians 
would have all the health services which scientific genius and human skill can 


1 See Volume I, p. xxii. 


? There have been some staff changes since the preparation of Volume I (see Appendix 
C, Volume I, p. 888). 

’ For detailed acknowledgements, see Volume I, Appendix A, pp. 881-885. 

* See Volume I, Appendix D, p. 889. 

5° See Volume I, Appendix E, pp. 898-903. 

®° See Volume I, Chapter 2, pp. 91 and 92. 


FOREWORD XIX 
create. We have also presented evidence that given the continued economic 
expansion of our country, which is fully realizable, Canada will have the 
means in terms of qualified manpower, capital facilities and financing to 
undertake these programmes without in any way interfering but, on the 
contrary, strengthening the economic capacity and growth prospects of our 
country. 

We recommended in Volume I that a Federal-Provincial Conference 
be convened within six months of the tabling of that Volume, to initiate the 
necessary planning and fiscal arrangements for the co-ordinated implementa- 
tion of the programme as a whole and to reach agreement on the implementa- 
tion of the Health Services Programmes we have recommended.1 

A preliminary and exploratory conference has already been held and 
the Canadian Government has announced that further conferences are plan- 
ned. We cannot emphasize strongly enough that the programme which we have 
recommended is one which will only achieve its desired objective for the 
best possible health care for all Canadians if it is developed in co-operation 
between the federal and provincial governments and in full consultation with 
the health professions, the providers of the services. The prime responsibility 
of the provinces in the field of health services must be borne in mind and 
account must be taken of the changing pattern of the federal-provincial fiscal 
and constitutional arrangements. The developing opting-out procedures in 
respect to federal-provincial shared programmes are, in our opinion, fully 
reconcilable with the over-all objectives of the comprehensive Health Care 
Programmes recommended by the Commission and we make this point clear 
in Chapter 10.? 

Health needs will change, and so will the means of meeting these 
needs. Organizational arrangements and methods of payment as between the 
private and the public sectors will be altered. Federal-provincial shared 
programmes may and can become co-operative programmes. But whatever 
the method, the determining factor must be to provide Canadians with com- 
prehensive Health Care Programmes which Canadians want and which the 
economy is capable of providing. 

To be truly effective and to implement the programme within the 
seven-year period we have suggested requires a flexible approach on the part 
of the framers of the programme, a willingness to give and take, and a 
realization that health, like prosperity and happiness, is indivisible. 


1 Tbid. 
2 See addendum to Recommendation 195, p. 298. 
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Basic Requirements 


This Second Volume of the Commission’s Report has a number of purposes. 
Among the most important are the following: 
(1) to treat those areas of health services and those categories of health 

personnel with which we were unable to deal fully in Volume I; 

(2) to present proposals for organization and administration of the 
recommended health services programmes. 

In accordance with its Terms of Reference the Commission was 
directed to make recommendations to ensure “that the best possible health 
care is available to all Canadians”. We have construed “best possible” to 
mean “of the highest possible quality”. We consider quality as the most 
essential element in health services and every aspect of the programmes must 
be constantly directed to that end. 

Inseparably linked to quality are the freedoms of the health profes- 
sions and the freedom of the public as potential patients. These freedoms 
must be spelled out in the basic legislation, safeguarded through appropriate 
organizational arrangements, and mutually respected. To achieve the primary 
objective of quality, we need the fullest participation, both in planning and 
implementation, of the health professions, health agencies, voluntary organi- 
zations, governments and of the public. What this entails is outlined in this 
chapter and developed further in Chapters 7 and 8. 


QUALITY 


Quality depends primarily on the supply, availability, knowledge, 
skill, and dedication of professionally qualified personnel, secondly, on the 
facilities at their disposal and, thirdly on the organization of the services. 
The preparation of qualified workers depends on the quality of the professional 
schools and in these there is a close relationship between the quality of 
instruction and the amount and quality of related research. Once graduated, 
the individual health practitioner is assisted in maintaining and improving qual- 
ity by the requirements of his profession, standards for licensure, accreditation 
of hospitals, professional committees, continuing education, and the like. 
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Therefore, on the subject of quality, it cannot be emphasized too 
strongly that from first to last, quality of service rests in the hands of the 
medical profession, the dental profession, the nursing profession, and the 
other health professions. Judging from past experience, the Commission 1s 
convinced that with provision of the new and improved facilities, the ex- 
tended financial assistance, and the organizational arrangements we have 
recommended, the professions working as individuals and in their collective 
capacities are an adequate guarantee that quality will continue to improve 
and, indeed, at a more rapid rate than in the past. 

The Commission has been greatly impressed by the various factors 
that have contributed to rising qualifications of health personnel and the 
improvement of facilities, and its recommendations have been directed to- 
wards improving quality of education, more resources for continuing educa- 
tion, expansion of research, more thorough surveys of hospitals, more 
authority for professional bodies in the exercise of controls of standards and 
discipline, improved facilities in hospitals and group practice clinics, and 
greater participation of the health professions, particularly the medical profes- 
sion, in the planning and development of health care programmes. 

But there is a further element essential for high quality health care, 
and that is adequate time: time for investigation, time for diagnosis, time for 
the needed therapy. And this automatically raises the question of supply of 
health personnel in relation to the demands of patients. In the course of our 
hearings concern was expressed that the introduction of a universal pro- 
gramme of medical services would swamp the medical profession and auto- 
matically result in a deterioration of quality. The Commission made its 
recommendations for universal programmes with knowledge of this expressed 
apprehension and gave full consideration to all the evidence presented and, 
in particular, to the following: 


(1) the Canadian Medical Association said, “Insurance to prepay the 
costs of medical services should be available to all regardless of age, 
state of health or financial status.”;} 


(2) the Canadian Health Insurance Association said, “(1) The plan will 
make medical care insurance available to everyone in Canada. (2) 
Insurance companies will make available to everyone, regardless of 
age, condition of health, occupation or geographic location, two 
standard policies of medical care insurance as described in Appendix 


II. These policies will be made available on both an individual and a 
family basis.”;? 


>) 


1The Canadian Medical Association, brief submitted to the Royal Commission on 
Health Services, Toronto, May 1962, p. 79. 


* Canadian Health Insurance Association, brief submitted to the Royal Commission on 
Health Services, Toronto, May 1962. 
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(3) the programme in Alberta, drafted in co-operation with the Canadian 
Medical Association and the insurance industry, is designed to cover 
all residents of Alberta, those who will become insured by payment 
of their own premium and those who will be subsidized by govern- 
ment; 


(4) the proposed Ontario Act is also intended to cover everybody, again 
with the two categories of those who will pay their own premium 
and those who will require subsidy. Both the Canadian Medical 
Association and the insurance industry support this plan. 


It is clear that the two stated policies and the two government pro- 
grammes intend that every Canadian will have, or will be entitled to have, 
prepaid coverage enabling each and every one to seek the services of a 
physician and then to receive the services which, in his physician’s judgment, 
are required. By advocating these proposals, and supporting the two pro- 
grammes, the Canadian Medical Association and the spokesmen for the 
insurance industry are clearly in support of universal coverage and, therefore, 
it is implicit in these proposals that the medical profession is confident that 
it is now capable of meeting all the needs of all Canadians for physicians’ 
and surgeons’ services on a prepayment basis. 

The Medical Services Programmes recommended by the Commission! 
are intended to achieve this very same objective, that is, to meet all the med- 
ical needs of all Canadians on a prepayment basis. 

We conclude, therefore, that if the medical profession spokesmen are 
confident that they can meet all the needs of Canadians if they are insured 
through profession-sponsored prepayment plans and the insurance industry, 
then there need be no less confidence in the ability of the medical profession 
to meet the needs under the Medical Services Programmes recommended by 
the Commission. 

Nevertheless, even if the demand for medical services would be the 
same, regardless of whether universal coverage is achieved under the auspices 
of a voluntary plan, a private insurance plan or a government plan, the 
question of volume of demand does need further consideration. 

The question is, how much more care will be demanded under 
universal prepayment? This obviously depends on the demand emanating 
from those not now insured who will have the economic barrier removed. 
And this is clearly related to the amount of care they receive now. 

The Canadian Medical Association’s brief to the Commission is ex- 
plicit on this point: 

“It may be stated at the outset that relatively few Canadians have 
found that inability to pay for doctors’ services is a deterrent to obtaining 


1 See Volume I, Chapter 2, Recommendations 1, and 30 to 38, pp. 19-21, and pp. 32-34. 
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necessary medical care. Canadian doctors have long maintained the tradi- 
tion of treating patients without regard to ability to pay and will continue 
to do so when circumstances warrant.” 


In other words, there is a strong feeling among the profession that the basic 
needs of the uninsured population are being met, despite the serious economic 
consequences that may be borne by some patients and the burden of charity 
or of subsidy to others borne by the profession. 

However, we do know that uninsured persons receive less care than 
do insured persons,” but the question is, should the 41 per cent of the popula- 
tion without any form of medical coverage in fact receive less care than the 
59 per cent of the population with some form of protection?’ In the opinion 
of the Commission the answer is no. The uninsured do require the level 
of health services available to the insured and the purpose of the universal 
prepayment programme we recommend is to make certain that the volume 
of essential services received by these uninsured eventually approaches the 
volume of essential care received by those adequately insured. 

This, however, raises the question whether a prepayment plan encour- 
ages or induces a_ substantial volume of demands for unnecessary 
medical care simply because of the removal of the economic barrier to a 
desirable service. Is the increased demand arising from the introduction of a 
universal prepaid programme a demand for unessential health services? 

There have been statements made recently by members of the medical 
profession in Canada that the introduction of a universal comprehensive 
prepaid medical care programme would lead to the unnecessary use of health 
services and they advocate as a remedy the policy of requiring the patient to 
pay part of the fee at the time he receives the service in order to induce 
a greater sense of responsibility in his demand for care. 

But before applying such a remedy, it is essential that we be absolutely 
certain of the precise nature of the problem and, if the problem is correctly 
defined, that the remedy is, in fact, the proper one. 

That the problem is incorrectly stated can be seen from the observa- 
tions of the Medical Director of one of Canada’s largest medical prepayment 
plans on the subject of utilization. He is Dr. W. B. Stiver, Medical Director 
of Physicians’ Services Inc., Toronto, who wrote in the issue of July 13, 1963, 


1 The Canadian Medical Association, op. cit., p. 81. 

2Department of National Health and Welfare and Dominion Bureau of Statistics, 
Volume of Health Care for Insured and Non-insured Persons, Canadian Sickness Survey 
1950-51, Ottawa: Queen’s Printer, August 1961, p. 14. 

°TIn 1961, over 7.5 million or 41 per cent of the population had no medical care 
insurance whatever, 1.0 million or 6 per cent were covered through membership in the 
Armed Services, R.C.M.P., the Swift Current Health Region or through programmes for 
the assistance to Indians, Eskimos, institutional residents and public welfare recipients, 
9.7 million or 53 per cent of the population were covered through commercial insurance or 


prepayment plans, a sizeable proportion of whom had incomplete coverage. See Volume I, 
Chapter 18, p. 743. 
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of News & Views on the Economics of Medicine, a publication prepared by 
the Department of Medical Economics of the Canadian Medical Association: 


“There appears to be a body of opinion in the medical profession 
which is also shared by interested laymen that over-utilization is entirely 
due to the programs of our physician-sponsored plans in Canada in which 
comprehensive medical care, including first-dollar coverage, is offered to 
employed groups. If you listen to the proponents of this opinion, you 
would think that prior to the advent of such plans there was no such 
thing as over-utilization of medical care. We know that this is not so. 
We are all aware of the fact that the pattern of practice of individual 
members of the profession varies a great deal. We see every-day examples 
of the possibly insecure physician who in his enthusiasm, or for other 
reasons, Overservices the majority of his patients. This type of practitioner 
has been with us for many, many years, long before comprehensive 
prepaid medical care on a “service” basis was brought into being by 
the profession. We also know that there has been a certain segment of the 
population which has always demanded a great deal of medical care and 
which will continue to make unreasonable demands if not brought under 
control by the medical profession. In my opinion these are the two basic 
factors in utilization.” 


The problem also is incorrectly stated in that it assumes that it is only 
the poor who “abuse” prepaid services. Obviously, it is only those in the low 
income groups for whom a part-payment would have any economic signifi- 
cance and thus deter the use of health services. But surveys of the use of 
medical services show an extremely high correlation between high incomes 
and high use of services.! 

To the extent that over-utilization or demand for unnecessary services 
is a problem—and its existence, though limited, cannot be denied— it is one 
which cuts across all income groups and is not concentrated in the poor. 

Even so, there still remains the question whether part-payments are 
the remedy. Again, it seems to the Commission that Dr. Stiver’s views, 
gained from his extensive experience, are incontrovertible when he says in 
the same article: 


“We have in the medical profession today an opinion that the cure 
of over-utilization in prepaid comprehensive care is a combination of 
deterrents, deductibles and co-insurance now given the sophisticated name 
of “patient participation”. It appears to me that the basis of this opinion 
is purely impressions. I know of no published work either in Canada or 
the United States which would indicate that patient participation has any 
worthwhile influence on utilization. We are told that it has, but I have 
yet to see a study that would substantiate such an impression.” 


1Department of National Health and Welfare and Dominion Bureau of Statistics, 
Illness and Health Care in Canada, Canadian Sickness Survey 1950-51, Ottawa: Queen’s 
Printer, July 1960, pp. 49, 53 and 55, and Health Statistics from the United States National 
Health Survey, Medical Care, Health Status, and Family Income, United States, Series I oa 
No. 9, U.S. Department of Health, Education, and Welfare, Public Health Service, 
Washington, D.C.: U.S. Government Printing Office 1964, p. 24. 
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We are compelled to conclude, therefore, that a policy imposing 
part-payment would simply deter the poor and have no effect on the unneces- 
sary demands of those in middle- and high-income categories. Such a policy 
would mean that Canada was simply continuing to ration health services 
on the basis of ability to pay, a policy which was overwhelmingly denounced 
in submissions to the Commission. 

The entire proposition must be rejected on the basis of an incorrect 
statement of the real problem. 

As suggested, the remedy for such over-demand and over-servicing as 
do exist lies in “control by the medical profession”. Fortunately, one regu- 
lating factor—the appointment system—is a characteristic of the Canadian 
pattern of practice. It has been frequently argued that the introduction of 
universal prepayment in Canada will result in a duplication here of what 
are said to be the “crowded surgeries of the British general practitioner’. 
What this overlooks is that in England the general practitioner does not, 
except in rare instances, conduct his practice on an appointment system. 
Consequently, to the extent that English surgeries are overcrowded, it is 
obviously related in part to the fact that the physician has no idea on a 
given day how many patients will present themselves for attention. The 
English system is different and, therefore, not relevant to Canada. 

Except for emergencies, which will not automatically increase because 
of universal prepayment, the great proportion of patients in Canada go to a 
physician’s office by appointment. Physicians thus largely control the number 
of patients they will see on a given day by the number of persons they accept 
for appointment. We realize that the appointment system is subject to inter- 
ruption by emergencies, phone calls, requests for repeat prescriptions, and 
the like. Those who cannot be seen immediately must wait for an appointment. 

With the introduction of universal prepayment programmes, in the 
first stage, some will have to wait longer for an appointment but this, we be- 
lieve, is a more equitable form of making available physicians’ services than 
at present on the basis of ability or, more correctly, inability to pay. 

How much will the waiting periods be extended in the short term, 
that is, in the first five years? Without trying to answer the question quantita- 
tively, certain relevant points may be made: 


(1) Home calls and night calls are obviously two of the most time- 
consuming and burdensome demands upon a physician. But changes 
in medical diagnosis and methods of treatment, aided by modern 
transportation, have made it both easier for and advantageous to 
the patient to call at the physician’s office or to go or be taken directly 
to the out-patient department of a hospital where, in both cases, the 


1 We refer here particularly to the uninsured who are unable to pay for health services 
and who may be receiving inadequate or no services. 
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(2) 


(3) 


i) 


facilities for diagnosis and treatment are at hand. The trend to 
specialization within the profession also has emphasized the value of 
office and hospital services in preference to home visits.1 


There should be no important increase in night calls simply because 
there will be no relative increase in emergencies that require them. 
Emergencies such as heart attacks, strokes, acute anxieties, precipitate 
labors, etc., will continue to be unpredictable as to time, as will de- 
mands upon the obstetrician, but the fact of universal insurance will 
not affect the need arising therefrom. We know that events, such as 
accidents, epidemics and disasters, are translated into effective demand 
now. 


The experience of utilization of services under prepayment makes 
clear that the fact of prepayment does not result in an immediate 
release of pent-up demand. Rather, demand increases gradually as 
people become educated to the availability of services and their use. 
The statistics of utilization in Manitoba Medical Service, for example,’ 
show the following pattern of demand for new subscribers over an 
eight-year period: (a) virtually no change over the period in the 
demand for in-hospital services, (b) a gradual rise in demand for 
home and office calls, resulting in an increase over the eight-year 
period of about one-third, (c) a gradual rise in demand for laboratory 
and X-ray services over the period, an increase totalling about 40 
per cent, (d) a gradual rise in total services, amounting to about 
one-third. Stated in other terms, during the first two or three years of 
being insured, a person receives only about three-fourths as much 
care as the person insured continuously seven or eight years. Demand 
for services is thus a factor of education in their use. 


The Saskatchewan experience since 1962 does not appear to have 
created an undue burden either on physicians or patients resulting 
from the introduction of their Programme. If the fears expressed 
proved valid they could have been expected to produce excess demands 
on physicians’ time. Moreover, all the provinces from Quebec west 
have a physician-population ratio equal to or better than that of 
Saskatchewan. The situation in the Atlantic Provinces is not as 
favourable and, therefore, active recruiting of personnel will be 
necessary. The rate at which demand will increase in this region 
will depend on the education and time factors mentioned above. 


1We recognize, of course, that the home care programme we have recommended 
will increase the number of home calls, but it will do this by equivalent or greater savings 
on hospital calls. 

2 Berry, C. H., Voluntary Medical Insurance and Prepayment, a study prepared for 
the Royal Commission on Health Services, Ottawa: Queen’s Printer, Table 6-9 (in press). 
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These are, as we suggest, the immediate short-run factors. Over the 


long run, say, after the first six or eight years, other factors will enter the 
situation. 


A good deal of comment has centred on the contention that, whatever 


the short-run effects, the introduction of a universal health care programme 
will result in a deterioration of quality over the first ten-year period. We 
categorically reject this forecast and the reasoning underlying our judgment 
is as follows: 

(1) There has been no suggestion that deterioration of quality will ensue 


(2) 


if Canadians are universally insured through physician-sponsored 
prepayment plans and commercial insurance. Accordingly, we con- 
clude that there is no more reason to assume that quality will deterio- 
rate if universal coverage is achieved through government-sponsored 
prepayment. However, if deterioration will ensue under either method, 
then the problem becomes one of ascertaining why quality should 
deteriorate and of taking steps not only to prevent deterioration but to 
make certain that quality is improved. 

As we said above, one of the chief factors influencing quality of care 
is time for patients, and the chief factor determining available time 
is the ratio of personnel to population to be served. On this issue the 
Commission has realistically recommended a “crash programme” 
of immediate expansion of our medical, dental and nursing schools. 
The Commission has also recommended generous professional train- 
ing grants to attract not only the best students but also to provide 
for an expansion and up-grading of the faculties of professional 
schools. For example, the provision of bursaries of $2,000 for 
medical and dental students in their final two years will attract into 
those professions a host of able young people previously denied such 
opportunity by the prohibitive costs of professional education. Ade- 
quate remuneration for interns and the up-grading of hospital teaching 
resources should induce more Canadian graduates to remain in Can- 
ada, as will the financial assistance for post-graduate specialization. 
And there are other factors that will improve quality and enhance 
the effectiveness and “productivity” of the physician: continuing 
development of new methods of treatment; new and more effective 
equipment; continuing discoveries of “wonder” drugs; the probability 
of a break-through in research in cancer, heart disease, or arthritis; 
rapid expansion of group practice clinics; closing of the distance 
between patients and physicians through modern means of com- 
munication and transportation; new emphasis on health education; 
and, not least, better organization and co-ordination of all health 
services. In view of all these expected developments it would, indeed, 
be a man of no confidence who would counsel despair or pessimism. 
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(3) Again, on the positive side, another factor to consider is that the 
insuring of a given population group has always attracted more 
physicians to give service, in part, because physicians’ incomes are 
higher. Within three years of the introduction of the Swift Current 
Medical Insurance Programme the number of physicians practising 
in the region increased by nearly 50 per cent, while the population 
served remained relatively stationary. Moreover, even the Saskatch- 
ewan experience is encouraging. As we indicated in Volume I, it is 
our opinion that the introduction of that programme was attended 
by much unnecessary bitterness and disagreements, and should not, 
therefore, be considered as typical. No programme could really 
succeed without harmony. Prior to and immediately after its begin- 
ning there was both a decline in the number of physicians entering 
the province and an increase in those leaving, resulting in 1962 in a 
lesser number of physicians than in 1959 (878 compared to 972). 
However, as the programme settled down and as most of the antic- 
ipated anxieties did not materialize, there were, by July 1, 1964, 
1,002 physicians or 124 more than in July 1962 (49 being Canadian 
graduates and 75 from abroad).! We can hope, therefore, that the 
introduction of universal insurance in Canada will reduce our present 
losses to the United States and will result in Canada becoming self- 
sufficient as the new medical schools are established and existing 
schools expanded. 

(4) There is still another consideration, namely, the ultimate effects of 
modern preventive medicine on the volume of health services. The 
medical profession and other health organizations have had for a long 
period far-sighted and worthwhile programmes of public education 
directly and through the news media on the merits of regular exam- 
inations and early consultation of physicians at the first indication of 
any adverse health condition. The result of this has been an increasing 
awareness on the part of the public of the importance of consulting 
physicians at an early stage and on a continuing basis. The closer 
relationship between people and physicians augurs well for the future 
in that it will contribute to an improvement in the quality of medical 
services and will reduce the time needed for treatment and the costs 
that arise when early conditions are neglected. 


The Commission does not wish to convey an impression that it believes 
that demands on our health resources will not increase. On the contrary, it 
is the purpose of the programme to increase services by seeing that all 
genuine health needs are met. Nor does the Commission believe that there 


1 Report of Saskatchewan College of Physicians and Surgeons, Saskatoon Star Phoenix, 
September 4, 1964. 
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will not be increased pressures on health personnel. There will be heavy 
demands upon physicians just as there are heavy demands upon physicians 
today. The crowded physician’s office is not something new. It has been the 
normal condition since the end of World War II. The Commission does 
believe, however, that the demand will not be excessive in the early stages 
but will develop gradually. Parallelling that increase, the expansion of the 
educational facilities we recommend will provide the additional personnel 
necessary to meet these extra needs and to give the overworked physician the 
time not only for the performance of his professional duties but time for a 
normal life with his family and time for continuing education and research. 


FREEDOM WITHIN THE HEALTH SERVICES PROGRAMMES 


With quality of health care and its availability to all as a central 
theme of Volume I, the other major theme was freedom. Our recommenda- 
tions concerning the provision of health services, rather than envisaging a 
centralized monolithic bureaucratic organization, are characterized by a 
desire for diversity, for the participation of all kinds of institutions, private, 
voluntary, professional and public, in meeting the health needs of Canadians. 
Freedom is a fundamental feature of the Health Services Programmes. The 
co-ordination of health services and the planning of future development of 
the Health Services Programmes is not to be concentrated in one centralized 
body. Rather, we see the closest co-operation among health professions, 
voluntary organizations, governments, and the public in establishing the 
paths along which the programmes will progress. Freedom, therefore, has 
three aspects: (1) its application to the physician, (2) its application to the 
patient, and (3) its application to research and innovation. We summarize 
here these points in the Commission’s recommendations. 


(1) Physician 


The most fundamental feature of the programmes recommended is 
that they are based on free, independent, self-governing professions. The 
provision of and payment for services is to be the result of a negotiated 
contractual relationship based principally on the fee-for-service concept. 
The physician continues in private practice. He renders the service which, 
in his judgment, his diagnosis indicates. The state does not interfere in any 
way with his professional management of the patient’s condition, nor with the 
confidential nature of the physician-patient relationship. Only the manner 
of receiving payment is altered. No one can seriously suggest that any one 
method of receiving payment is sacrosanct or that it has any therapeutic 
value. In fact, there is good reason to believe that eliminating the financial 
element at time of receiving service does have a salutary effect on the patient, 
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and on the physician-patient relationship. Moreover, any physician is free to 
practise independently of the programme, either wholly or partially. There 
will undoubtedly be some patients who, though covered, will elect to make 
private financial arrangements to avail themselves of the services of such 
physicians. In such cases, the physician would look for payment only from 
the patient. Such arrangements would operate independently from the pro- 
gramme we have recommended and thus would not be contrary to the prin- 
ciple of extra billing rejected by us. 

The emphasis on the freedom to practise should not obscure the fact 
that the physician is not only a professional person but also a citizen. He 
has moral and social obligations, as well as self-interest to do well in his 
profession. The notion held by some that the physician has an absolute right 
to fix his fees as he sees fit is incorrect and unrelated to the mores of our 
times. This nineteenth century laissez-faire concept has no validity in the 
twentieth century in its application to medicine, dentistry, law, or to any 
other profession, or, in fact, to any other organized group. Organized 
medicine is a statutory creation of legislatures and of parliament. When the 
state grants a monopoly to an exclusive group to render an indispensable 
service it automatically becomes involved in whether those services are avail- 
able and on what terms and conditions.” 


(2) Patient 


The patient will be as free to choose his physician as he is now but 
it should not be overlooked that freedom to seek needed health services will 
be greatly expanded by accessibility to the services for another ten million 
Canadians by the elimination of the financial barrier between the patient and 
his physician. 

The method of prepayment which we recommend in no way alters 
the individual’s responsibility to use prudently and wisely the increased health 
services to be rendered by an expanding supply of health personnel and 
particularly the physician. We emphasized this point strongly in Volume I 
when we said: 


“The Commission believes that the individual’s responsibility for his 
personal health and that of the members of his or her family is paramount 
to the extent of the individual’s capacities. Briefs from the health profes- 
sions and other experts, and studies by our research staff emphasize the 
wide scope that the individual has for the determination of his own 
health and well-being. With the near-disappearance of most communicable 
diseases, that range of self-determination has increased. Personal hygiene, 
cleanliness in the home, balanced diets, precautions against accidents, 
adequate rest, regular exercise, wise use of time for leisure and recreation; 
in short, temperate living—all of these are not only of first importance 
in the maintenance of health but are largely under the control of the 
individual, and in our opinion, are clearly his responsibility. 


1 See Volume I, Chapter 2, p. 29. 
2 Ibid, Chapter 1, p. 12, 8(c) and Volume II pp. 229 and 230. 
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“However, in this day of advanced medical knowledge and skill, these are 
not enough. The individual must assume responsibility for wise and 
prudent use of health services, for periodic health examinations, including 
regular dental examinations, for assuring that the mother receives complete 
pre- and post-natal care, for seeing that children are properly immunized, 
and at the first sign of symptoms for consulting a physician or dentist. 
The wise use of available health services cannot be over-stressed. Much 
serious illness and unhappiness would be avoided if this were done. 
It goes without saying that since all such resources are scarce, it is the 
duty of the individual, as well as of the practitioner prescribing them, to 
see that the services are used with prudence and economy.” 


This concept of freedom and responsibility on the part of the in- 
dividual involves in no way a transfer to the state of any of his obligations 
for the maintenance and advancement of his health. The individual’s respon- 
sibility remains paramount. Up to the present the principal impediment to 
the full exercise of that responsibility has been removed for only about half 
the population. The introduction of universal programmes throughout Canada 
will remove it for the other half. 

We interpret “freedom” of the patient broadly to include his right 
to seek services wherever he may choose, including from physicians practising 
independently of the programme,” and the right to purchase from commercial 
and other carriers additional insurance coverage as he may see fit such as 
sickness income maintenance, adult dental services, and private duty nursing, 
etc., just as now, under the present hospitalization programme, he may pur- 
chase insurance to cover the cost of semi-private or private accommodation 
and of private duty nursing care, etc. Such an arrangement would be similar 
to recent developments in England where coverage may be purchased to pay 
for services received from a physician other than the one with whom the 
patient is registered. 


(3) Research and Innovation 


The Commission has also recognized that continuing improvements 
in quality, effectiveness, and efficiency depend upon the existence of an 
organizational structure that provides for freedom to do research and to 
innovate, and the opportunity for creative people to do new things, or old 
things in new ways. The existence of ten provincial programmes, the variety 
of ways through which health services can be provided within each program- 
me, the stimulation of research provided by the Health Sciences Research 
Council and the increased number of University Medical Centres, enhance 
the likelihood of experimentation and innovation and assure as well as any- 
thing can in contemporary society that there will be an absence of conformity 
and constraint in adjusting to the changing patterns of future development. 


1 See Volume I, Chapter 1, pp. 3 and 4. 
2See pp. 10 and 11. 
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VOLUNTARY ORGANIZATIONS 


Another essential in this context of freedom is the Opportunity for 
voluntary organizations to play their part, along with private practitioners 
and government bodies, in the future organization and provision of health 
services. 

The Health Charter emphasizes “the necessity of retaining and 
developing further the indispensable work of voluntary agencies in the health 
care field”, and the Commission’s statement of basic concepts stresses the 
function of voluntary action as the mainspring for most progress in our 
open society. The full force of this mainspring must continue to be directed 
toward three major objectives: 

(1) continuation, expansion and modification of existing programmes: 

(2) the ascertaining of existing unmet needs; 

(3) experiment and innovation in developing new programmes to meet 
those needs. 


It is in these ways, as we said, that progress will continue and, we believe, 
at an accelerated rate. 

We are aware, of course, that the introduction of ten provincial 
Heaith Services Programmes on the scale we have recommended will inevi- 
tably affect most, if not all, of the existing voluntary health agencies in 
Canada. For many, the comprehensive services will mean the achievement 
of objectives for which they have worked for many years and a lesser need 
for soliciting funds; for some, it will mean released funds which will enable 
other aspects of their programmes to be strengthened; for others, it will mean 
increased responsibilities and activities as their services are sought by pro- 
vincial programmes. 

Unfortunately, there has been in the minds of some people a tendency 
to categorize action in the health and welfare field as being either strictly 
voluntary or strictly governmental and to assume, further, that any extension 
of government action must be to the detriment or at the expense of voluntary 
action. Whatever validity this view has elsewhere, it has no validity in 
Canada. On the contrary, what is most striking about Canadian experience 
is the extent to which governments at all levels have fostered and assisted in 
the financing of voluntary organizations, joining with them in the achievement 
of mutual objectives. For example, in 1963-64, over $250,000 in grants 
were made available by the Department of National Health and Welfare to 
national voluntary agencies. The National Cancer Institute, a voluntary 
research agency, receives over $2.5 million annually from joint Federal- 
Provincial grants. About 15 per cent of the revenues of the Canadian Arthritis 
and Rheumatism Society come from government sources. Also through the 
National Health Grants Programme assistance has been given to pro- 
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vincjal heart foundations for research and assistance to societies for crippled 
children, cerebral palsy, tuberculosis, mental health and rehabilitation. Often 
this assistance has taken the form of matching grants from both the federal 
and provincial governments. 

But there are other forms of voluntary agency-government relation- 
ships. One of the most important is through the purchase, on a fee basis, 
of services provided by voluntary agencies, perhaps the most typical being 
the services of visiting nurse and homemaker organizations. Undoubtedly 
one of the most dramatic examples of joint voluntary agency-governmental 
co-operation is the Blood Bank service of the Canadian Red Cross and the 
provincial hospital insurance plans. The voluntary agency performs a service 
that government probably could not achieve or could achieve only with 
difficulty and high cost. Governments, on the other hand, assume financial 
responsibility of a magnitude beyond the capacity of voluntary effort. 

Still another way in which co-operation is achieved is through the 
appointment of voluntary advisory committees to health departments and 
the appointment of government officials to the boards of directors of 
voluntary agencies. These provide for a continuing exchange of information 
and opinion and assist greatly in achieving progress in the health field. We 
foresee a major expansion of this type of consultation and joint endeavour 
through the establishment of advisory committees and health planning coun- 
cils recommended elsewhere in our Report." 

We believe this pattern of voluntary agency-government co-operation 
to be a highly desirable characteristic of our Canadian democracy; we believe 
it will be expanded. Both types of agency have specialized functions to per- 
form, and it is evident from the many briefs submitted to us and from our 
own findings, as well as from the examples of other countries, that there is 
more to be done in raising the level of well-being of all our citizens than 
the combined efforts of individuals, voluntary agencies and governments can 
possibly accomplish in the foreseeable future. 


CO-OPERATIVE PLANNING 


Another feature designed to ensure that the Health Services Pro- 
grammes meet the needs of the present and are adapted to meet the changing 
needs of the future is the provision for representative Health Services Com- 
missions and for advisory health planning councils at regional, provincial 
and federal levels. These will present adequate opportunities for assessment 
of needs, evaluation of programme performance, and sound planning for the 
future. Although planning councils will have only advisory functions, their 
authority will depend upon their wise use of the broad information available 
to them and on the quality of their recommendations. Considering the impact 


1 See Chapters 7 and 8. 
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on public opinion and on the commissions that such recommendations will 
create, their influence on the availability and quality of service should be 
enormous. The members of these councils will know that the enlightened 
self-interest of the public will be best served by making the health program- 
mes so excellent that not only are the people well served, but the health pro- 
fessions become so attractive that an expanding stream of highly qualified 
young people are annually recruited to them. 

We see these planning councils becoming important forums where 
informed lay people and representatives of professions, voluntary associations, 
and governments meet together to examine, consider, weigh, and plan for the 
improvement of health services. With the full and free flow of information 
among these various groups, together with a similar flow among federal, 
provincial and regional councils, planning for health services in Canada 
should move forward on a basis of fact and informed opinion of purposes, 
methods, and costs, not previously experienced. 


RESEARCH 


Research and education are the prime movers of the twentieth century. 
It is these two forces that account for the extraordinary advances in science, 
technology, and skill on which our health services now so greatly depend. 
Although Canada is justifiably proud of the scientific contributions 
of many of its researchers, some of whom are world-renowned, the facilities 
and financial resources needed to support health research have not Kept pace 
with the expanding needs of this dynamic field. In particular, we have been 
informed that teachers in Canadian medical schools, with the ability to do 
high quality research, have been insufficiently supported with staff so that 
their teaching and administrative responsibilities reduce their research output. 
The inadequacy of teaching budgets has had as its consequence the loss of 
Canadians of great promise to the United States.1 
It is evident that Canadian governments have not given priority to 
the needs of health research, this despite the large sums that have been 
made available for treatment services. In 1962-63, expenditures by the 
Federal Government for the support of medical and dental research—includ- 
ing pharmacological research—amounted only to $11.3 million of which 
$8.5 million was allocated to universities and associated institutions.2 The 
limited nature of this support has meant that health research in the univer- 
sities has been restricted partly through the inability of universities to afford 
qualified personnel and partly through the difficulties faced by university 
personnel in obtaining adequate research funds. 
1MacFarlane, J. A., et al., Medical Education in Canada, a study prepared for the 


Royal Commission on Health Services, Chapter 10, Ottawa: Queen’s Printer (in press). 
? See Table 4-3. 
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The limited support of Canadian governments’ has been offset, to 
some extent, by grants from the United States Government through the 
National Institutes of Health. In recent years these institutes have provided 
substantial funds for the support of research in medical, dental and other 
scientific areas by Canadians in Canadian universities. In 1962-63, this 
support amounted to $2.3 million. 

However, since the completion of Volume | of our Report, the United 
States Government has indicated a modification of this policy and in the 
future Canadians will be eligible for American research funds on a progres- 
sively reducing scale. It is not simply a matter that this loss will put a stop 
to much important research in Canada; the real danger is that there will be 
an immediate exodus of highly qualified researchers, an acceleration of the 
“brain drain” that has traditionally depleted Canada’s resources. This is 
a crucial shortage that even the expenditures of very large sums of money 
in a short period of time can correct only with difficulty. To a considerable 
extent, qualified research workers in Canada now obtain some support from 
government, voluntary or foreign sources for their research activities. The 
funds are not sufficient to do all that could be done, but few go without 
funds altogether. What limits research even further is the scarcity of personnel 
engaged in medical and dental education who carry out health research as 
part of their normal activities. Manpower shortages, arising from the failure 
to expand medical and dental educational facilities, besides limiting the 
supply of physicians to care for the health of Canadians, also have limited 
the amount of health research. 

The withdrawal of United States support only adds greater urgency 
to the actions we recommend to expand greatly the facilities and trained 
manpower needed both to provide for medical and dental education and 
health research in Canada. While there is no absolute and objective gauge 
of what would constitute adequate funds for health research, there are clear 
indications that support, both in the past and present, has been insufficient. 

Moreover, research in the field of health must be expanded. The 
case for expansion of pure and clinical research is self-evident and generally 
accepted. Not only is the expansion necessary for the direct contributions to 
prevention and treatment that will ensue, but because of the contribution 
to improved teaching in our professional schools that will result. But one 
of the most important areas for expansion is that which has come to be called 
“operations research”. We need to evaluate existing health programmes as 
well as the new ones to be established. We should be undertaking compre- 


* Although it is difficult to make an absolute judgment about the priorities in types 
of research, it is worth pointing out that the United States Government allocates 4.8 per 
cent of all its research expenditures to health and welfare and the Canadian Government 
allocates only 2.0 per cent to this field. See Organization for Economic Co-operation and 
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hensive analyses of hospital design, of the desirable relationships between 
chronic, convalescent and active treatment services, of the effectiveness of 
current health education methods, of the possibility of improving methods 
of processing physicians’ accounts in the prepayment plans, of maximizing 
the participation of private physicians in public health, of the value of 
multi-phasic screening, of the curricula for professional training, of ad- 
ministration in hospitals, of use of nurses’ time: the list is endless, and the 
possibilities of improvement unlimited. 

It is only through intensified research that we can hope to come nearer 
the solution of many of our serious health problems. We cannot sit back and 
let others do the research from which we may hope to benefit. Just as we 
share health problems with other countries, we also share the obligation to 
contribute to their solution. We are as much concerned as others with the 
advancement of knowledge in this field and, last but not least, we can 
attract and hold qualified personnel only if they are given the opportunity 
to carry out research in the subject matter fields of their choosing. This applies 
to those practising in the health professions as well as those who are to 
teach the coming generations of practitioners and researchers alike. 


ORGANIZATIONAL ARRANGEMENTS 


In Chapters 7 and 8 we turn to a discussion of how to improve the 
organization and co-ordination of our health resources and services to make 
them more effective in achieving our health goals. As we indicated in 
Volume I, the health services area of our economy lags behind other areas 
in developing the means whereby the totality of our knowledge and skills 
is made available to potential patients. Much progress has been made and 
these chapters, although breaking no new ground, do consider ways and 
means of building upon and extending methods already in operation. 

The proposals with respect to planning and organization reflect the 
main theme of our other recommendations: the emphasis on freedom of 
professions and the availability of high quality care. In short, the objective 
is to create (1) democratic planning councils that will be concerned with 
long-range planning and (2) independent health services commissions that 
will be representative of professions, public and government. By these two 
types of organizations the people of Canada can be assured that their true 
needs are met and the professions can be certain that there will be no inter- 
ference in their freedom to practise as their own high standards dictate. These 
arrangements will also provide for a much greater degree of co-operation on 
the part of professions, voluntary organizations, and government agencies 
than is possible now. The Commission is convinced that by the development 
of the Health Sciences Research Council we shall obtain more and better 
information on which decisions can be made. By the development of national, 
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provincial and regional planning councils we can make certain that the 
information is used to make the right decisions. By the establishment of the 
representative Health Services Commissions we can ensure that the decisions 
are acted upon to improve quality, make service more readily available, close 
gaps, and remove duplication and fragmentation. 

We visualize these organizational arrangements to take full effect over 
the period 1965 to 1971, as the broad range of health services, educational, 
research and capital facilities programmes which we have recommended are 
implemented. 

In Chapter 9, we deal more specifically with the necessity to regard 
health services in the North as an integral part of a broader programme em- 
bracing education, housing, sanitation and employment opportunities without 
which no real or permanent progress can be achieved. 


CONCLUSION 


The principle which has dominated our thinking is that money spent 
on essential health care is money well spent, an investment in human resources 
that will pay handsome dividends not only in terms of economics but in hu- 
man well-being. It is, however, an investment in which all Canadians must 
have the opportunity to participate. We felt compelled to adopt the relatively 
simple method of having the Federal Government and the Provinces sub- 
sidize ten provincial insurance funds rather than the cumbersome device of 
subsidizing millions of individuals because it is evident that this is the only 
way to guarantee accessibility to the health services all are entitled to seek 
and to have. 

The right to education is one now universally recognized in Canada. 
It is an entrenched right which no one would dare to challenge. It is now 
beyond question that all our young people must be better educated and more 
competently trained if Canada is to survive in this highly competitive age of 
specialization and automation. It is equally true that health services are as 
much an investment as education. Health services and education must now 
be regarded as twin endeavours, advancing mankind. Neither will attain its 
full potential for good if one is allowed to lag behind the other. Progress in 
one must be paralleled by progress in the other. The fruits of this progress 
must be available to all—not just to those whose incomes are high enough 
to pay the premiums demanded to provide coverage against expenditures for 
physicians services alone, but to everyone, and for the whole range of health 
services, including hospital care, dentistry, drugs, home nursing, and optical 
services. 

No matter how successful our health services, however, and regardless 
of ways and means of preserving and maintaining good health, there are limita- 
tions, imposed by nature, to life and health, which mortal man must accept. 
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The fruits of research and better health will nevertheless further extend the life 
span from the three score years and ten which Canadians have already 
reached. We have referred to the many hazards in our environment such as 
radioactive fallout and other forces and substances, as yet not fully recognized 
or evaluated in their effect upon the health of the living and, through genetic 
effects, also upon the life and health of yet unborn generations. The recog- 
nition and control of them and other hazards, both natural and man-made, 
remain among the great challenges to health research and its application by 
the individual and by the health services at his disposal. 

What we have tried to avoid is the perpetuation in Canada of dual 
classes of citizenship, one of which will be inferior or second class merely 
from the fact of the disparity in incomes. All must have access to needed 
health services through the same door. Canada cannot have millions of its 
citizens obtain health services through a back door bearing the sign, “This 
way for those to be means tested”. 

We cannot emphasize too strongly that health services are not “wel- 
fare” services, although it is only too true that lack of health services leads 
directly to the need for welfare services. Welfare costs attributable to poor 
health conditions and services have long been a charge on the public sector 
of the economy. As we said in Volume I: “Many of our so-called ‘welfare’ 
expenditures are the end result of illness, disability, and premature death. 
Not all of these expenditures are avoidable, of course, but clearly many of 
them are’’.! But there is no sharp line dividing cause and effect in these fields, 
for many health expenditures are occasioned by inadequate living conditions. 
Expenditures in the public health field have also long been a charge on the 
public sector and every inhabitant, rich or poor, has benefited from them. 
These services are necessarily provided by government at some level because 
they affect all citizens. They exist to guard against the spread of contagious 
disease and to secure public safety, and thus involve community action. 

Personal health services and public health services complement each 
other. But personal health services are only one aspect of the total health 
problem. That personal health services should engage public interest far 
greater than all the other services is natural because it is an area where new 
ideas and important changes are rapidly appearing. Contemporary prepaid 
medical services insurance is in this category. Prepayment plans were in- 
troduced by voluntary non-profit agencies, by hospital associations, by the 
insurance industry, and more extensively by the medical associations. The 
value of their experience is great. The popular demand for prepayment cover- 
age is evident in the number enrolling in these plans, and is underscored by 
the proposals to the Commission to extend prepaid insurance to cover every- 
body regardless of age or condition. To accelerate the achievement of this 


1 See Volume I, Chapter 1, p. 6. 
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objective, we recommended Canadian-designed Health Services Programmes 
organized on a provincial basis and to be developed in stages. The personal 
health services would be financed by an insurance mechanism best suited to 
the needs of all Canadians, and which offers the best possible incentives and 
encouragement to all those upon whom these services depend. As we have 
said, the central figure in the personal health services complex is the physi- 
cian; he alone is directly connected with all the related health service bran- 
ches and all other health professions. 

It is implicit in the term “health care” that the services be compre- 
hensive. The sum total of all health services comprises comprehensive health 
care. We recommend what must be made available—the instruments for 
planning, education, research, co-ordination, and implementation. At the 
same time, there is no compulsion to render services or to utilize those that 
are made available. The providers of, and those who utilize, the health serv- 
ices share equal responsibility in the supply, availability, and prudent use of 
the services and facilities. 

As we have been careful to point out, good health care is expensive 
and we have been realistic in our estimates of costs. We have deliberately 
taken a cautious view by projecting only an average increase in the annual 
output of the economy and a high estimate of increasing costs of health serv- 
ices. But two things must be clearly appreciated: first, the only thing more 
expensive than good health care is inadequate or no health care; and second, 
the bulk of the expenditures to be made on health care will be made even if 
there are no programmes. Such increases as will occur will result from higher 
quality services and an increase in volume of services received by people 
who were previously uninsured. There will be no increase in total costs re- 
sulting from the shift of health expenditures from the private to the public 
sector of the economy. In fact, as we have shown, there will be substantial 
savings through lower administrative costs.1 

We have in Canada a land of immense resources. We must use them 
for the good of all Canadians. We have here an opportunity to build upon 
the northern half of this continent a nation of educated and healthy people. 
Nature itself favours such a possibility. Admitting that climatic conditions in 
the northern areas are often forbidding, nevertheless the country as a whole 
is singularly free of those hazards to good health to be found in so many 
parts of the world. It is for us so to organize our resources in harmony with 
our favoured situation that Canada may become a showplace of man’s hu- 
manity to man. We will rightly stand condemned by history if we fail to do 


what our people need and what our resources and our know-how make 
readily possible. 


*See Volume I, Chapter 18, p. 745. 


Pharmacists 


The growing importance of drugs and medications in therapy makes it im- 
portant to consider the changing role of pharmacists in the provision of 
health services during the last fifty years or so in Canada, the corresponding 
adjustment in their training and formal education, and to present certain 
basic information about their number, geographical distribution, recruitment, 
utilization and other characteristics. The Commission’s recommendations 
concerning the introduction of a Prescription Drug Benefit within the Health 
Services Programmes! require also an estimate of future requirements and 
expected supply of pharmacists in this country. 


CHANGING ROLE OF PHARMACISTS AND ADJUSTMENT 
IN THEIR EDUCATION 


Pharmacy may be defined as the profession whose contribution to 
health services is the preparation and distribution of drugs used in the 
diagnosis, treatment, and prevention of disease. To be licensed to practise, 
the pharmacist in almost all provinces must qualify by successful university 
training and satisfy provincial licensing legislation.? His principal duties in- 
clude the compounding and dispensing of drugs prescribed by physicians and 
dentists, the determination of their potency, toxicity, therapeutic activity, 


1 See Volume I, Chapter 2, Recommendations 58-60, p. 41. 

2Licensing of pharmacists in Canada is the responsibility of the provincial statutory 
bodies which are charged with the administration of the Pharmacy Professional Act, or its 
equivalent, in their respective provinces. Such licensing is granted on the basis of differing 
combinations of academic qualifications and internship (usually 12-18 months) from one 
province to another. However, professional licensing is principally required of pharmacists 
in the retail practice of the profession. The provinces of Saskatchewan and British Columbia 
require also that all hospital pharmacists be fully licensed. The degree of Bachelor of 
Science in Pharmacy is a prerequisite to licensing in all provinces except in Newfoundland 
where formal training in pharmacy is acquired through the master-apprenticeship method and 
administered by the licensing body itself. 
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dosage form, potentiality as compared with other drugs, synergism in com- 
bination, and the application of legal procedures in the use of drugs. Phar- 
macists’ knowledge must also include the standardization, analysis and critical 
evaluation of medical materials and pharmaceutical preparations.t Phar- 
macists are employed in retail pharmacies, hospitals, government laboratories, 
manufacturing pharmaceutical establishments, and by drug distributing firms. 
The pharmacists who complete graduate studies may also be engaged in re- 
search and teaching. 

Since the beginning of this century, and particularly, during the past 
two or three decades, rapid and significant developments in drugs have al- 
tered the nature of the practice of pharmacy which have necessitated a change 
in the education and training of pharmacists. The education of pharmacists 
prior to Confederation was informal and the training followed the master- 
apprenticeship system of qualifying for the handling and dispensing of drugs. 
The pharmacist carried in his dispensary only a small number of medicines 
and the prescriptions demanded only a limited knowledge of mixing and 
compounding techniques. The training then was designed for this type of 
practice. Later in the nineteenth century, formal education was introduced 
when specific course requirements plus internship were demanded by pro- 
vincial pharmaceutical organizations; such courses were usually of one to two 
years’ duration at the end of which a diploma was granted. Gradually, how- 
ever, the formal training of pharmacists was turned over to recognized uni- 
versities while licensing continued to be the responsibility of professional as- 
sociations, operating under provincial legislative authority. 

The development of new drugs such as antibiotics, tranquilizers, 
antihistamines, steroid hormones, and other chemical agents, has imposed 
new tasks and responsibilities on pharmacy practitioners. Twenty-five years 
ago, about three-quarters of the drugs and chemicals used in today’s modern 
therapy were unknown. Formerly, the introduction of a new medicament 
was rare, whereas at present over 400 new preparations appear annually. 
To operate an efficient pharmacy today requires thousands of compounds 
and preparations.” There is every indication that the discovery of new drugs 
and medicaments will continue unabated, because of the increased emphasis 
on research and the active search for remedies for cancer, mental diseases, 
cardiac conditions and other chronic diseases. 

The discovery and development of the new drugs and medicines 
require expensive manufacturing equipment, research facilities and highly 
trained personnel. No longer is the pharmacist expected to extract, synthetise, 
prepare and compound the new medicaments. During the last two or three 


_ The Canadian Pharmaceutical Association, Inc., brief submitted to the Royal Com- 
mission on Health Services, Toronto, May 25, 1962, p. 10. 
* Morrison, F. A., Recruitment, Education and Utilization of Pharmacists in Canada, 


a study prepared for the Royal Commission on Health Services, Part II, Chapter IV, Ottawa: 
Queen’s Printer (in press). 
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decades the method of dispensing drugs has completely changed. A quarter 
century ago, approximately 80 to 90 per cent of the prescriptions written re- 
quired basic compounding, but today quite the opposite is found to be the 
case as approximately nine-tenths of all prescriptions call for precompounded 
medications, while the remainder requires compounding by the pharmacist.! 
The role of the pharmacist as a compounder and chemical formulator has 
changed largely to one of the dispenser of complex drugs. 

‘The fact that medication is largely precompounded in no way lessens 
the educational requirements of the modern pharmacist to prepare him for 
the safe handling and dispensing of the large number of pharmaceuticals 
currently available and new items coming on the market in increasing num- 
bers and varieties. It has been suggested that a retail pharmacy today is be- 
coming gradually a “public health information centre” and a pharmacist a 
“consultant on drugs” for the community.? 

In the light of these changing conditions, the Canadian Conference 
of Pharmaceutical Faculties in 1950 approved a four-year university cur- 
riculum after Senior Matriculation or its equivalent as the requirement for 
the degree of Bachelor of Science in Pharmacy.*® The extension of the period 
of education from three to four years of university training along with its 
broadening in scope to include professional courses indicated the desire to 
keep pharmaceutical education both professional and broadly based.4 By 
1962-63 this programme was accepted and implemented by the eight schools 
of pharmacy.° 

All programmes offered in Canadian pharmacy schools provide for 
specialization at the undergraduate level in retail, hospital, and industrial 
pharmacy. Since 1958 every school has expanded its facilities and when 
present building programmes are completed, these facilities will have in- 
creased by at least 50 per cent. In 1962 it was stated that this expansion 
would “. . . serve the needs of the undergraduate programme with its fore- 
seeable future enrolment for the next five years’’.® 

Graduate degrees are offered in six schools, three of these (the 
universities of British Columbia, Saskatchewan and Manitoba) offer the 
Master of Science (Pharmacy) only, and the other three (the universities 
of Alberta, Toronto and Montreal), the Doctor of Philosophy (Pharmacy). 


1 Thid. 

2 Ibid., Part II, Chapter I. 

3In the case of the Maritime College of Pharmacy admission is based on Junior 
Matriculation and in the two schools in the Province of Quebec a baccalaureate degree or 
its equivalent is required. 5 

4Of the total study time (3,200 hours), 15-20 per cent was devoted to the humanities 
and 30-35 per cent to the basic sciences. 

5In 1962-63, the Faculty of Pharmacy at the University of Alberta offered as an 
optional course a four-year programme following Senior Matriculation leading to a 
Bachelor of Science in Pharmacy (Honours). The present requirement for licensing in 
Alberta, however, is a three-year degree programme, Morrison, op. cit., Part II, Chapter I. 

6 Morrison, F. A., op. cit., Part II, Chapter II. 
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Until five years ago, candidates for the Ph.D. degree in pharmacy had to study 
outside Canada while the M.Sc. (Pharmacy) degree has been available in 
Canada for a somewhat longer period of time. These programmes provide 
pharmacists for research and teaching in Canada. hat 

Five of the eight pharmacy schools are autonomous organizations 
within their university administration; the other three are parts of other 
faculties. Thus, at the universities of Manitoba, Laval and Dalhousie, the 
School of Pharmacy is located in the Arts and Science Faculty, the Faculty 
of Medicine, and the Faculty of Health Services respectively. 


SUPPLY AND DISTRIBUTION OF PHARMACISTS 


The total number of pharmacists in Canada is difficult to assess. A 
survey undertaken on behalf of this Commission revealed that in 1962 there 
were 9,401 pharmacists practising in Canada.1 This count is incomplete as 
not all pharmacists responded to the survey questionnaire but based on the 
number identified, the population-pharmacist ratio in Canada in 1962 was 
1,975. Of the pharmacists identified, 9,166 were licensed, the remainder 
practising in hospitals where a licence is not a prerequisite for practice. 


TABLE 2-1 POPULATION-LICENSED PHARMACIST 
RATIOS, CANADA AND PROVINCES, 1955 AND 1962 


Province 1955 1962 

ING WTOUPG LAI se tie ie ic nee re ena eee |) Ay i2t 4,393 
Prince: Bqward Islavid aw ete eee | 2,857 2,944 
Noval Scotian 0 ee a ae | 2,970 3,202 
News Broniswitks":,(:c2 2p eee ae ne alt 32162 3,679 
OUEDEC elo ia. een ee cae ce, Ae ee 4,873 3,530 
CVC. 6 car tisctn so let es ee aseeetee e ak R | 1,487 Pave 
Manitobaie.. 55 are i ee ee | 1,607 13530 
Sask aiCnewan Pease, ese ees Ee Cae ee 1,682 1,691 
Fn 0: ae Re ee OnE ee Ame cet ORS all bene me. ber Pate ays 1 875 1,829 
Brien Colman. tee ee dona Wage 3.2 3 1,425 
Yukon and Northwest Territories...................... 14,500 7,800 
CANADA 

Population-Licensed Pharmacists Ratios....| 2,070 2,026 

Number of Licensed Pharmacists................ | 7,584 9,166 


Source: Ross, T. M., Pharmacist Manpower in Canada, a 
study prepared for the Royal Commission on Health Services, 


Chapter 2, Ottawa: Queen’s Printer (in press). 


a Ross 75.. MM. Pharmacist Manpower in Canada, a study prepared for the Royal Com- 
mission on Health Services, Chapter 4, Ottawa: Queen’s Printer (in press). 
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Because detailed information is available concerning licensed phar- 
macists only, the ensuing analysis excludes those who hold a university de- 
gree in pharmacy and practise their profession but are not licensed. The 
number excluded is small and would not affect the analysis significantly. 

Between 1955 and 1962 the number of licensed pharmacists increased 
by 20 per cent, from 7,584 to 9,166. During the same period the population 
of Canada increased by 18 per cent. Consequently, there has been no ap- 
preciable change in the population-licensed pharmacist ratio over the last 
seven years as there were 2,026 Canadians per licensed pharmacist in 1962 
compared with 2,070 in 1955. 

Table 2-1 shows the wide variation in the provincial ratios both in 
1955 and 1962. In the latter year there were 1,425 persons per licensed 
pharmacist in British Columbia while the corresponding figure for Newfound- 
land was 4,393. It is notable that all the western provinces and Ontario have 
consistently registered more favourable ratios than the national average 
during that period. The population-licensed pharmacist ratios deteriorated 
more in the Maritime Provinces than elsewhere between 1955 and 1962. 

An important aspect of the growth in the supply of licensed pharma- 
cists is the increasing number of women entering the profession. During the 
last decade the practice of pharmacy has become remarkably attractive to 
women with the result that the number of female licensed pharmacists in- 
creased by 57 per cent, from 534 to 840, between 1955 and 1962. Women 
pharmacists accounted for 11 per cent of all licensed pharmacists in 1962 
as compared with 8 per cent in 1955. The concentration of female licensed 
pharmacists was highest in Alberta where they represented almost one-fifth 
of the province’s pharmacist manpower in 1962. Female pharmacists tend 
more strongly than males toward hospital practice with over a quarter of 
them employed in hospitals while less than 5 per cent of males are so 
employed. 

The rural-urban distribution of licensed pharmacists is shown in 
Table 2-2 which reveals the concentration of pharmacists in larger cities. In 
addition to the personal preference for urban living, common to most Cana- 
dians, larger cities provide an opportunity for the employment of pharmacists 
in the pharmaceutical industry, hospitals, universities and laboratories. Table 
2-2 also shows that while 30.4 per cent of the population lived in rural areas, 
only 6.4 per cent of licensed pharmacists were located in such areas. This 
is due to the fact that most less densely populated areas cannot support a 
privately owned retail pharmacy store. However, with the improvements in 
transportation a substantial proportion of the rural population has more 
adequate access to the services of pharmacies located in adjacent towns and 
cities. In other areas, where there are no pharmacies, some of the required 
drugs are provided by practising physicians themselves. 
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TABLE 2-2 PERCENTAGE DISTRIBUTION OF 
POPULATION AND LICENSED PHARMACISTS, 
BY SIZE OF LOCALITY, CANADA, 1962 


Size of Locality Population | Pharmacists 
Village — farm or: rural.20.c...ctenow 30.4 6.4 
"LOR i=, QUG OG LOSS acer ee 7.8 1a | 
Cities ——- 5000-0000 cee eee 1278 24.4 
50.000=100:000 sien neces Bs Pee, 
100:000=200,000 wins ees 583 | 7.4 
Overs200 000 ae aie Sout 42.5 


Source: Ross, T. M., Pharmacist Manpower in Canada, a 
study prepared for the Royal Commission on Health Services, Chap- 
ter 3, Ottawa: Queen’s Printer (in press), and Bulletin 1.1-7, 
Dominion Bureau of Statistics, Census of Canada 1961, Ottawa: 
Queen’s Printer, 1963. 


PHARMACY GRADUATES AND STUDENTS 


Immigration has not been an important source of supply of pharma- 
cists in Canada in the past and has become increasingly less so over the last 
five years. In 1962 the survey of pharmacists in Canada revealed that only 
4.3 per cent were foreign-born and foreign-trained and only 15.5 per cent 
of these immigrant pharmacists had come to Canada in the five-year period 
preceding the survey year.! This trend is likely to continue since rising 
pharmacy educational standards in Canada may discourage immigrant 
pharmacists seeking practice in this country. Pharmacy immigration gains 
have largely been offset by Canadian pharmacists leaving for the United 
States. The number of Canadians studying pharmacy in the latter country 
is very small. Still, those who study in the United States tend to remain in 
that country after graduation. Consequently, the graduates from the eight 
Canadian schools of pharmacy are the main source of supply of the nation’s 
pharmacists. Table 2-3 shows the number of graduates during the period 
1948 to 1963. 

Between 1948 and 1963, Canadians schools of pharmacy have pro- 
duced 5,016 graduates or an average of 314 per annum. The actual number 
of graduates each year shows a marked variation between the maximum of 
427 in 1949 and the minimum of 240 in 1958. As indicated in Table 2-3 
there were two distinct trends in graduation, one from 1948 to 1954 and the 
other from 1955 to 1963. The average number of graduates per year in 


1Ross, T. M., op. cit., Chapter 2. 
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TABLE 2-3 GRADUATES OF CANADIAN SCHOOLS OF 
PHARMACY, 1948-1963 


year Graduates | Year Graduates 
WOR ic, AOEt Cr Cee Se 310 (AE als) ema Vala en 294 
RED A as BO Se ak, i 427 leg Ae Ba oe ee 262 
Pe gh otek: 391 i LS a fs Sees a OR ee 240 
he ad Roe a etree eae a 354 LOSVR 254 
ao ee eae Di, TPlOGh wires. cere eRe 270 
"hess ee Pe een eee = 6 | i) ee ee 281 
ibe ss A ee a Aree a 347 | CR ae eee Aa ee 281 
BTS FO eet er, 2 265 | Oi Son ak, OO rae 293 


Source: Figures for 1948-1960, see Ross, T. M. Pharmacist 
Manpower in Canada, a study prepared for the Royal Commission 
on Health Services, Chapter 2, Ottawa: Queen’s Printer (in press); 
data for 1961-1963 are from Dominion Bureau of Statistics, Educa- 
tion Division, Higher Education Section, Ottawa: Queen’s Printer. 


the former period was 368 and in the latter, 271. The greater number of 
graduates between 1948 to 1954 is a reflection of the increased number of 
veterans graduating. The sizeable reduction in the annual number of grad- 
uates after 1954 also reflects the fact that most schools shifted from a 
three-year to a four-year programme. Recently, the number of pharmacy 
graduates has tended to rise again. 

Table 2-4 gives the annual enrolment of pharmacy schools in Canada 
between 1947-48 and 1963-64. After making allowances for post-war veteran 
enrolment and concurrent courses the data show two noteworthy trends. 
The first is that women constitute an increasing proportion of total pharmacy 
undergraduates. Thus in 1963-64 almost one out of every three pharmacy 
students was female as compared with one out of every ten in 1950-51. With 
an increasing enrolment of women, pharmacy may be faced with the prob- 
lem of premature retirements. The professionally active years of women are 
as a rule shorter than those of men. Most women may work only during the 
early part of marriage or until they have children and then either leave the 
profession entirely or seek part-time work. Some may return later to the 
profession as their children grow up or other contingencies make this neces- 
sary. If this trend were to continue, schools of pharmacy may have to train 
more pharmacists than would otherwise have been required. 

Secondly, a career in pharmacy apparently is becoming relatively 
less attractive to the young people in Canada. Pharmacy enrolment grew at 
a rate faster than that of total university enrolment in the early years of the 
period under review and reached a peak in 1952-53 when it was 2.4 per 
cent of total university enrolment. Since then growth patterns have been 
reversed and comprised only 1.1 per cent of total university population in 
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TABLE 2-4 UNDERGRADUATE PHARMACY STUDENT 
ENROLMENT, BY SEX, AND AS A PERCENTAGE 
OF TOTAL UNDERGRADUATE ENROLMENT, 
CANADA, 1947-48 TO 1963-64 


Undergraduate Pharmacy Student Enrolment 

2 Per Cent 
Bao | of Total 

Total Male Female Unies 

Enrolment 
TOAT AG sen: tovt 86.5 iG Ly 
1948-499. oeccsecncess De 88.7 1S yaa 
1949-50 Ghee 1,432 87.8 £242 23 
TOS0S5 1 cine eke: 1,383 89.2 10.8 200 
TOS e572 oa ee 1,355 88.4 (i eas: De, 
1957-530 eee T, 36/7 87.4 26 2.4 
195554 ee 1,256 87.0 1320 22 
1954-55. 4a 1.212 84.7 tD.3 2.0 
TOS SOO icyea eee 1,199 82.5 eee 1.8 
LOSG-D desea eae anos 1,145 82.9 tA oa 1.6 
LOS 7555 oc 1,100 80.1 19.9 1.4 
RS ost Ee! Presi ae gee 1,219 Tt 2223 1.4 
$959-GO Le ae L30% 4 74.4 | 250 1.4 
1960-0 eee ds 1,482) | 7323 26.7 1.4 
POD 7 ee ee 1,529 74.4 26.0 1.3 
1962-63 nce eee 1,636 TM ee 28.5 iee 
1963-64 em eed 1,665 70.0 30.0 Pl 


aFxcluding University of Montreal. 


SourcE: Dominion Bureau of Statistics, Fall Enrolment in 
Universities and Colleges, 1947 to 1961. Data for 1961-1964 are 
from Dominion Bureau of Statistics, Education Division, Higher 
Education Section, Ottawa: Queen’s Printer. 


1963-64. However, in absolute terms the number of graduates has increased 
since 1958. It has been reported that approximately 25 to 30 per cent of those 
who begin training at schools of pharmacy do not graduate. Students who 
withdraw do so mainly for academic reasons. 

Pharmacy students are drawn from all levels of economic background. 
However, most come from middle income families since about half of the 
students estimated the average annual income of the chief wage earner in 
his family was below $6,000 in 1962, and only about one-sixth estimated this 
income at $10,000 or more.? 

The average pharmacy student spent $1,550 in the 1961-62 academic 
year, $543 of which could be directly attributed to education expenses and 


* Morrison, F, A., op. cit., Part IV, Summary and Conclusions. 
? Ross, T. M., op. cit., Chapter 2. 
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the remainder for living and social costs. This annual expenditure was ap- 
proximately equal to that of the average engineering student, but was at least 
25 per cent lower than the expenditure of students in law, medicine or 
dentistry. The pharmacy student achieves these lower expenditures as com- 
pared with the other three categories of students by spending less on living 
costs. Naturally, the pharmacy student’s expenditures tend to vary according 
to marital status, whether living at home or elsewhere, and according to the 
region of the country in which the student attends college. Savings from 
summer employment and funds from the family together accounted for over 
one-half of the average pharmacy student’s income. The average pharmacy 
student received a considerably larger portion of his income from earnings 
from part-time jobs during the school year than did students in engineering, 
law, medicine and dentistry. About half of the pharmacy students relied on 
part-time employment. 

About 29 per cent of pharmacy students received financial aid from 
scholarships and bursaries in 1961-62; this percentage was smaller than that 
of students in the other faculties compared. The average scholarship and 
bursary income per student receiving assistance amounted to $336, an amount 
slightly higher than that received by law and dentistry students and lower 
than that received by students in engineering or medicine.* 

We conclude that the financial problems of the pharmacy students 
are the same as those of most other university students and that no special 
financial barriers prevent their entering pharmacy school. 


DEMAND AND UTILIZATION 


The demand for professional personnel in all branches of pharmacy 
in Canada has rapidly increased over the last decade under the impact of 
several factors. Naturally, these factors did not affect all branches of pharmacy 
uniformly but they affected some branches more directly than others. These 
factors are generally socio-demographic and institutional in nature. 

The growth in Canada’s population increased the volume of illness 
and the demand for drugs. This indirectly increased the number of pharma- 
cists required at the production and distribution levels as well as in govern- 
ment agencies inspecting and testing these drugs, and in pharmacy faculties 
instructing a growing student body. Other demographic trends served to 
magnify this demand. For example, the increasing proportion of the very 
young and older people in our population structure contributed to a greater 


1Dominion Bureau of Statistics, University Student Expenditures and Income in 
Canada, 1961-62, Ottawa: Queen’s Printer, 1963. 
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use of medication. Superimposed on these demographic factors was the 
changing attitude of Canadians concerning the use of drugs. Canadians like 
most other people want to get well as quickly as adequate health services and 
new “wonder” drugs make this possible. Modern drugs in many cases accom- 
plish just this, with the result that most Canadians, when ill, increasingly 
consider drugs as a necessity. Consequently, during the decade 1951-1960 
the total value of prescriptions dispensed in this country rose by over 150 
per cent, from $52 million to $131 million. During the same period the num- 
ber of prescriptions per capita increased from 2.21 to 2.41.1 The ensuing 
analysis appraises demand and utilization conditions in each field of phar- 
macy separately. 


Retail Pharmacy 


The growing utilization of prescribed drugs in Canada has resulted 
in an increase in the demand for pharmacists at the retail level where 
approximately three-quarters of all prescribed drugs are dispensed. In 1962, 
the 5,022 retail pharmacies employed a major proportion of all pharmacists— 
7,972, or 87 per cent, of all licensed pharmacists. The average number of 
pharmacists per retail pharmacy in that year was 1.6. 

The demand for retail pharmacists also has been strongly influenced 
by institutional forces. As pointed out earlier, the trend for most medicinal 
supplies to be in a form suitable for dispensing has reduced the time necessary 
to fill a prescription. On the other hand, because of new discoveries as well 
as the competition among drug manufacturers, the number and complexity 
of pharmaceutical products have increased. Thus, while the pharmacist spends 
less time in actually dispensing drugs, the time required to maintain a satis- 
factory service, to maintain extensive inventories, keep abreast of new 
developments, provide information to physicians and customers has increased 
considerably. Furthermore, as a consequence of the increased government 
requirements for safeguards, the retail pharmacist is required to spend more 
time keeping detailed accounts of all purchases and sales of a wide variety 
of drugs. The pharmacist’s work has not, on the whole, become less time 
consuming but has changed in character. 

Within the field of retail pharmacy, non-professional activities in- 
cluding merchandising of non-prescribed drugs and other commercial opera- 
tions continue to absorb a substantial share of the pharmacist’s work-day. 
In 1960, prescribed drugs comprised only 25 per cent of the total sales 
volume of retail pharmacies. As a practical consequence of this, the retail 
pharmacist in 1962 filled on the average 96 prescriptions in a 44-hour week, 
while the hospital pharmacist filled 504 in a 39-hour week. In other words, 


te “The Canadian Pharmaceutical Association, Inc., brief submitted to the Royal Com- 
mission on Health Services, Toronto, May 1962, p. 123. 
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whereas the hospital pharmacist, on the average, filled 13 prescriptions every 
working hour the retail pharmacist filled only 2.2.1 

Despite the present concentration of pharmacists in retail pharmacy, 
it has been suggested that there is a shortage of pharmacists in this field of 
practice. In the evidence presented to the Commission it was argued that 
this shortage was the principal reason for the failure of the number of retail 
pharmacies to keep pace with the growth of population in Canada between 
1955 and 1962.° The average number of people served by each pharmacy 
rose from 3,317 to 3,698 during this period. Moreover, the Pharmacist 
Survey conducted by the Commission in 1962 suggests that retail pharmacies 
would have employed an additional 2,056 pharmacists if they had been 
available. This number when added to the number of pharmacists actually 
employed in that field indicates a desired ratio of 2 pharmacists per retail 
pharmacy. 

Manpower requirements, however, must be based on the efficient 
utilization of personnel. That is, the retail pharmacist should be engaged as 
far as possible exclusively in performing professional tasks. The Pharmacist 
Survey indicated that, in 1962, 45 per cent of retail pharmacists spent less 
than one-quarter, and a further 33 per cent spent between one-quarter and 
one-half of their working hours filling prescriptions.? This suggests that given 
a functional re-organization of the practice of retail pharmacy and a relega- 
tion of commercial and non-professional activities to less qualified personnel, 
the existing number of retail pharmacists could handle a larger volume of 
prescriptions. The pharmacists’ continued participation in non-professional 
activities indicates an inefficient utilization of their professional services and 
implies that the shortage of professional staff is not substantial. 

The projected growth of population will, of course, require more 
pharmacists if the present population-pharmacist ratio is to be maintained 
while the increased volume of prescribing, resulting from our recommenda- 
tions in the area of prescribed drugs, could be met by retail pharmacists 
reducing their non-professional activities.* In this area the pharmacist’s work 
would also be facilitated by the Commission’s recommendations relating to the 
National Drug Formulary and Drug Information Service that would issue 
periodic bulletins providing the latest information on drugs.° 


Hospital Pharmacy 

The main function of the hospital pharmacist is the dispensing, dis- 
tribution and control of all drugs and medicines issued to patients and hos- 
pital departments. 
4 Rossit.'M., op. cit... Chapter. 4: 
* [bid. 
* Ibid. 


4 See Volume I, Chapter 16, pp. 653 and 654, 
5 See Volume I, Chapter 2, Recommendation 62, p. 42. 
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With the increased volume of hospital care in Canada and the 
growing use of prescription drugs, drug utilization in our hospitals has steadily 
increased and by 1960 hospitals accounted for one-quarter of all drugs 
purchased in this country.t For these reasons there has been an increase 
in demand for hospital pharmacists. The Pharmacist Survey conducted by the 
Commission showed that in 1962 about 600 pharmacists, one-third of whom 
were not licensed, were working in hospitals. The high proportion of non- 
licensed practitioners is due to the fact that at present in only two provinces 
is licensing a prerequisite for the practice of hospital pharmacy. 

Freed from the necessity of conducting retail commercial activities 
hospital pharmacists are almost exclusively engaged in professional duties. 
Thus, approximately 50 per cent of them spend over half of their work-day 
filling prescriptions and about 20 per cent of them spend three-quarters of 
their time at this work.2 The balance of their time was devoted largely to 
administrative duties connected with the operations of the hospital. 

Despite the increase in the number of hospital pharmacists, many 
Canadian hospitals, though generally only the small hospitals, are without 
the services of a pharmacist. In 1961, 604 reporting public general hospitals 
with 99 or fewer beds employed only 56 pharmacists, while the 199 reporting 
hospitals with 100 to 499 beds accounted for 333 pharmacists, and 31 
hospitals with 500 beds and over employed 196 pharmacists.? Moreover, 
the majority of hospitals employing pharmacists indicated that their phar- 
macist manpower was inadequate. Thus 233 hospitals indicated a total 
shortage of about 150 pharmacists.* 

The Canadian Society of Hospital Pharmacists stated that, on the 
basis of their standard,” in 1961 a work force of 2,480 pharmacists was 
needed to provide adequate pharmaceutical services in hospitals in Canada. 
This would imply that only about one-quarter of our needs for hospital 
pharmacists was met in that year. The above figure represents an ideal level 
of hospital service rather than an effective demand for hospital pharmacists, 
as the majority of the “needed” 1,900 pharmacists, even if they were available, 
would probably not have found employment in hospitals because of budgetary 
restrictions.® Although the scarcity is perhaps not as acute as the Society 


*The Canadian Pharmaceutical Association, Inc., submission to the Restrictive Trade 
Practices Commission, October 1961, Toronto, p. 51. 

? Ross, T. M., op. cit., Chapter 4. 

*Dominion Bureau of Statistics, Hospital Statistics 1961, Volume III, Ottawa: 
Queen’s Printer, 1964. 

*Ross, T. M., op. cit., Chapter 4. 

°The Society’s standard was—hospitals of 75 beds and over one full-time pharmacist 
and an additional pharmacist for each additional 100 beds or major portion thereof; hos- 
pitals of 74 beds or less, one part-time pharmacist. Canadian Society of Hospital Pharmacists, 


brief submitted to the Royal Commission on Health Services, Toronto, May 1962, p. 30. 
* Ross, T. M., op. cit., Chapter 4. 
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suggests, there is undoubtedly a shortage of manpower in this field. This 
shortage was estimated to be between 300 and 400 in 1962.1 

The hospital pharmacists, as earlier stated, spend most of their time 
performing professional activities. Changes in the character of their practice, 
therefore, cannot be expected to relieve the existing shortage of this type of 
personnel. The problem is essentially one of increasing the supply although 
some assistance could be provided through the use of the part-time services 
of retail pharmacists. That is, retail pharmacists located in less densely popu- 
lated areas could provide a local hospital with pharmacist services on a part- 
time basis. 


Pharmaceutical Industry 


The rapid increase in drug utilization in Canada has stimulated a 
corresponding growth of the Canadian pharmaceutical industry. This over-all 
expansion of the output, and the tendency among the pharmaceutical firms to 
introduce a large variety of similar drugs, have led to an increase in the 
number of pharmacists employed in the drug manufacturing industry. The 
vast majority of these pharmacists are engaged as sales representatives of 
pharmaceutical firms in medical promotion and detailing. In addition to being 
employed as sales representatives, pharmacists are also engaged in research, 
production, quality control and product development programmes. 

A survey was undertaken for this Commission covering the majority of 
all pharmaceutical firms employing pharmacists which located 612 pharma- 
cists in the Canadian drug manufacturing industry in 1962.? In that year, 
according to the responding firms, an additional 456 pharmacists could have 
been employed in the industry if these had been available at prevailing salaries. 
Assuming that non-respondents experienced a similar shortage the industry 
could have employed an additional 515 pharmacists. The majority of those 
unfilled positions were for medical representatives for which the pharmacist’s 
knowledge makes him a prime candidate; some, however, were for scientific 
personnel. 

Since science graduates in other fields can fulfil the position of detail 
men? and the shortages that exist in the area of research, quality control, 
production and product development also can be met to a considerable extent 
from persons who have advanced scientific degrees but who do not possess 
a basic education of pharmacy, the apparent scarcity of personnel is much 

less severe. 


1 Ibid. 
2A survey of drug manufacturers conducted by The Canadian Pharmaceutical Manu- 
facturers Association for the Royal Commission on Health Services; Ross, T. M., op. cit., 


Chapter 4. : ’ ; 
3For a discussion of the need for detail men in the pharmaceutical industry, see 


Volume I, Chapter 16, pp. 664-666. 
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Staff of Schools of Pharmacy 


The demand for pharmacists by schools of pharmacy is, generally, 
for those with advanced degrees. In 1962, 78 pharmacists were employed on 
the staffs of these institutions. In view of existing student enrolment the 
current demand for pharmacists in university faculties is being adequately 
met. However, it has been suggested that with increased student enrolment 
and more intense competition between universities and the pharmaceutical 
industry for better qualified pharmacists, a shortage of pharmacy professors 
may develop in the future.t Moreover, the implementation of the Commis- 
sion’s recommendation that the Federal Government expand research grants 
to universities through the Health Sciences Research Council to encourage the 
development of new drugs and/or improvement of existing drugs in 
Canada will result in additional demand for pharmacists with advanced 
degrees.” 


Government Services 


In 1962, the Federal Government employed 37 pharmacists and 
provincial governments 14.° Sixteen of the federally employed pharmacists 
worked as food inspectors for the Food and Drug Directorate and the 
Division of Narcotic Control of the Department of National Health and 
Welfare. 

It has been estimated that in 1962 there were 13 vacancies at the 
provincial level and 19 at the federal level of government.* The implementa- 
tion of the Commission’s recommendations regarding the Drug Advisory 
Committee, a National Drug Formulary and an Information Service,°® will 
also result in an increased demand for pharmacists employed by the Federal 
Government. 


Armed Services 


In 1962, 77 pharmacists were employed in the three branches of the 
Armed Services and 13 established positions were unfilled. The present policy 
of integrating the three branches of the Armed Services may tend to reduce 
the demand for pharmacists from this source. 


*Canadian Conference of Pharmaceutical Faculties, brief submitted to the Royal 
Commission on Health Services, Toronto, May 1962, p. 28. 

* See Volume I, Chapter 2, Recommendation 80, p. 44. 

* These figures exclude pharmacists in the Armed Services or working in hospitals. 

“Ross, T. M., op. cit., Chapter 4. 

* See Volume I, Chapter 2, Recommendations 61-63, pp. 41 and 42. 

* Ross, T. M., op. cit., Chapter 4. 
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Pharmacy Organizations 


Professional organizations of pharmacists at federal and provincial 
levels also employ some pharmacists in administrative capacity. In 1962 
there were 16 pharmacists so employed. 


FUTURE REQUIREMENTS AND SUPPLY, 1966 AND 1971 


An estimate of requirements for pharmacists for 1966 and 1971 in 
the various fields of pharmacy and the expected supply are shown in 
Table 2-5. 


TABLE 2-5 PROJECTED REQUIREMENTS AND EXPECTED SUPPLY OF 
PHARMACISTS, CANADA, 1966 AND 1971 


Pharma Phar fae Total 
: : .-. | Armed | Govern- " macy : Expected 
Year| Retail |Hospital tiem Rarvices Sone ee Oreani- ee Supply Shortage 
ndustry cHOOISS I ons ments 
1962.01) 97,972 595 612 Ta | 51 78 | 16 | — 9,401 — 
1966 8,240 900 | 812 93 129 | 106 20 10, 300 9,800 500 
1974 Sea 1,250 1,000 98 | 225 | 150 27 i325 10,695 630 
| | 


Source: Based on Ross, T. M., Pharmacist Manpower in Canada, a study prepared for 
the Royal Commission on Health Services, Ottawa: Queen’s Printer (in press), and additional 
data. 


As we have already indicated the 1962 Pharmacist Survey located 
9,401 pharmacists although it is known that the actual number available 
exceeded that figure. We estimate that the requirements for pharmacists will 
increase to 10,300 by 1966 and 11,325 by 1971. If these estimated require- 
ments were to be achieved the population-pharmacist ratios for 1966 and 
1971 would be 1,970 and 1,995 respectively, as compared with 1,975 for 
1962. The anticipated deterioration in the ratio between 1966 and 1971 is 
not serious and with the suggested functional re-organization of the practice 
of retail pharmacies an increased volume of pharmaceutical services will be 
possible. 

The estimate of the number of retail pharmacists required is based on 
the assumption that 42 new community pharmacies would be established 
annually, corresponding to the growth of population,’ and they would be 
manned 1.6 pharmacists per pharmacy as in 1962. The projected require- 
ments for hospital pharmacists include an increase of 300 by 1966 and an 
additional 350 by 1971 to meet the suggested deficiency of 350 hospital 


1Ross, T. M., op. cit., Chapter 4. ; 
2 Assuming projected population with 50,000 net immigration per annum. 
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pharmacists in 1962 and the expected growth in hospital utilization and 
hospital out-patient services. As for the employment of pharmacists in the 
pharmaceutical industry, in view of the Commission’s recommendation’ that 
only 15 per cent of total sales should be allowable deductible expenses for 
promotional and detailing activities and assuming that this recommendation is 
implemented, the use of pharmacists as “detail men” will be reduced. Conse- 
quently, an additional 50 pharmacists per year up to 1966 and 40 per year 
between 1966 and 1971 should be adequate to meet the demand from this 
source. With the increased activities of the Federal Government in research 
and evaluation of pharmaceuticals, we have projected a 170 per cent increase 
in the employment of pharmacists in 1971 over 1962. The requirements 
for pharmacists in the Canadian schools of pharmacy are related to the 
expected enrolment and are based on the 1962 pharmacy student-staff ratio. 

Against these requirements the expected supply of pharmacists is 
estimated at 9,800 in 1966 and 10,695 in 1971 yielding deficits of 500 and 
630 respectively.2 To achieve this supply the eight schools of pharmacy 
will have to increase their annual number of graduates by 60 per cent or from 
370 to 600 between 1963 and 1971. The expansion of facilities of Canadian 
schools of pharmacy which began in 1958 is still continuing and should be 
sufficient to provide the necessary increase in student enrolment up to 1971. 
In view of the future needs of the Atlantic provinces an additional school of 
pharmacy would be required carly in the 1970’s. The establishment of such 
a school at Memorial University at the same time and as a department of 
the medical school we have recommended should meet this need.® 

Deficits of the order indicated for the next seven years do not appear 
unmanageable. First, there is no doubt a number of pharmacists in 1962 
did not respond to the survey undertaken for this Commission. Second, the 
increasing enrolment of pharmacy students in recent years, if speeded up, 
could meet what at present appears to be a moderate shortage of professional 
pharmacists. Hence the expansion of existing pharmaceutical educational 
facilities expected in the normal course of events, plus one additional school 
we recommend, should meet the needs for the foreseeable future. 


CONCLUSION 


This century has witnessed rapid and significant changes in the prac- 
tice of pharmacy. Changes have taken place in the location of pharmacists as 


1See Volume I, Chapter 2, Recommendation 64, p. 42. 

“In calculating the expected supply of pharmacists a 3.4 per cent attrition rate is 
assumed as compared with a 3.2 per cent attrition rate for physicians because of the growing 
proportion of women in pharmacy. The source of supply is confined to graduates of 
Canadian schools of pharmacy. 

* See Recommendation 202, p. 38. 
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more are employed in hospitals, the pharmaceutical industry, government and 
in retail pharmacies in large cities. The developments in drug therapy have 
resulted in changes in the education and work of pharmacists. A generation 
ago, about three-quarters of the drugs and chemicals used in today’s drug 
therapy were unknown; the greater proportion of prescribed drugs were com- 
pounded in the retail pharmacy; today 90 per cent of prescribed drugs are 
precompounded. At the retail level, due to advances in the manufacture and 
prepackaging of drugs, the pharmacist spends less time in actually dispens- 
ing drugs and more on such matters as maintaining inventories, keeping 
abreast of developments in drug therapy, providing information to physicians 
and customers, and especially merchandising services. With regard to these 
last named services, it is noted that in 1960, prescribed drugs comprised only 
25 per cent of the total sales volume of retail pharmacies. 

In the light of these developments, it is difficult to project the demand 
for pharmacists’ services over the immediate future. The growing use of 
prescribed drugs and the growth of population create an increased need for 
pharmacists. On the other hand, the fact that retail pharmacists, who make 
up the majority of the profession, are underutilized in their professional 
capacity makes the rapid growth of supply of less importance. 

The problem of retail pharmacy appears to be one of more efficient 
utilization of professional personnel. The data at our disposal indicate that if 
the commercial and non-professional activities of retail pharmacists could 
be delegated to less qualified personnel, they themselves could handle a larger 
volume of prescriptions. However, in small communities it is these commercial 
and non-professional activities which provide the retail pharmacist with the 
necessary income to continue to operate. Without these supplementary sources 
of income, small communities would be without the services of a pharmacist. 
However, with the introduction of the Prescription Drug Services Programme 
that we recommend, the volume of prescribed drugs dispensed by pharmacists 
would increase, thereby making it less necessary for them to rely as much on 
their non-professional activities in the future as they did in the past. The more 
intensive use of professional retail pharmacists would also reduce the need for 
additional pharmacists to meet the demands of the programme. There is, of 
course, a shortage of pharmacists in the area of hospital pharmacy but we 
feel that this shortage could be alleviated to some extent by the part-time 
employment of retail pharmacists by small hospitals located in rural 
communities. 

The eight schools of pharmacy in Canada are almost the exclusive 
source of this nation’s pharmacist manpower. As studies undertaken by the 
Commission show, when present programmes for expansion are complete, 
educational facilities will have increased by 50 per cent compared with those 
of 1958. This expansion will provide the increased supply of pharmacists 
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that will be needed in the immediate future although an additional pharmacy 
school will likely be required in the Atlantic Provinces early in the 1970's. 
There is one area where shortages are very evident and this is the 
area of teaching and research. This shortage will become more marked as 
pharmaceutical research is stimulated by the universities and the Health 
Sciences Research Council. Special financial assistance will be required to 
expand post-graduate studies in pharmacy if this shortage is to be eliminated. 


The Commission recommends: 


201. That small hospitals, particularly in communities which find it difficult 
to employ a full-time pharmacist, employ a part-time pharmacist to 
serve selected neighbouring hospitals jointly or to combine retail 
pharmacy with hospital employment. 


202. That, in view of the shortage of qualified pharmacists in the Atlantic 
Provinces, there be established a school of pharmacy at Memorial 
University, St. John’s, Newfoundland, at the same time as the medical 
school we have recommended and as a department thereof.' 


203. That annual Professional Training Grants of $2,000 each be made 
available to graduate pharmacists pursuing post-graduate studies in 
pharmacy. 


* See Volume I, Chapter 2, Recommendation 141, p. 71. 
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Selected Professional, Technical and 


Other Health Personnel 


INTRODUCTION 


In addition to the well established, organized, and recognized traditional 
health professions—such as physicians, dentists, nurses and pharmacists— 
scientific and technological specialization has given rise to an increasing 
number of professional, technical and other occupations in the health field. 
Typically, these occupations become identified only gradually as formal edu- 
cation and training replace and supplement the experience gained by working 
in a certain field. As formal training gains wider acceptance professional 
associations emerge which, in addition to promoting the interests of their 
members, usually establish and endeavour to maintain standards of 
qualifications. 

Because of the wide range of training and education and because of 
their varied relations with the medical profession it is difficult to provide a 
generic term for these occupations. Consequently, we have classified them 
into three groups: 

(1) paramedical personnel numbering about two dozen occupations which 
assist the physician in the performance of his functions; 

(2) other health personnel consisting of optometrists, opticians, and 
podiatrists; and 

(3) drugless practitioners including chiropractors, naturopaths, and osteo- 
paths. 

Each of these groups is discussed below. We conclude with some 
comments on special problems, the use of professional titles, hazards of 
radiography, and ambulance services. 

1For a discussion of physicians, dentists, nurses, pharmacists, nursing aides, ward aides, 


homemakers, dental auxiliaries, see Volume I, Chapters 7 and 13, and Chapter 2 of this 
volume. 
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PARAMEDICAL PERSONNEL 


Among the occupations that have been described as part of the para- 
medical group are: 
Psychologists—Clinical 
Dietitians 
Medical Librarians 
Medical Record Librarians 
Public Health Inspectors 
Sanitary Engineers 
Medical Technicians—Laboratory 
Radiological 
Operating Room 
Electroencephalography 
Electrocardiography 
Orthoptists 
Prosthetists and Orthotists 
Therapists—Physio 
Occupational 
Speech and Audiological 
Medical—Artists 
Illustrators 
Photographers 
Medical Social Workers 


Because of limitations of data we have limited our examination to 
the following: dietitians; medical record librarians; laboratory, radiological, 
operating room, electroencephalography and electrocardiography technicians; 
physiotherapists, occupational, and speech and audiological therapists; and 
medical social workers. 

The rapid increase in the use of paramedical personnel in Canada 
can be attributed largely to two factors. First, this type of personnel plays a 
vital supporting role to the physician, and the increasing complexity of modern 
medicine demands team-work by many specialists some of whom may have 
skills that the physician may not himself possess. Second, the shortage of 
medical manpower relative to the rapid growth in demand for health services 
has accelerated the transfer of some tasks which require less education and 
training from this group to other occupations. 

Two special aspects of the work of these personnel deserve mention, 
namely, the nature of the work itself and the place where the work is per- 
formed. Paramedical personnel all depend upon the physician for initiation 
of instructions which call their special skills into play and are all responsible 
to and supervised by the medical practitioner whom they assist in the pro- 
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vision of health care. However, the degree of supervision varies among the 
groups referred to here. Some, for example, laboratory and radiological 
technicians work under the immediate and close supervision of the physi- 
cian, while others, including dietitians and medical social workers, have a 
relatively independent status. 

Most paramedical personnel are employed in medium or large 
hospitals because the complex equipment and laboratories required by the 
modern methods of diagnosis and treatment are located in these hospitals. 
Outside the hospital, specialists rely to a larger extent than general practi- 
tioners on the services of paramedical personnel, and specialists in group 
practice employ relatively more paramedical personnel than those in solo 
practice. The recent trend towards specialty group practice among physicians 
has resulted in an increase in the number of paramedical personnel employed 
outside the hospital. Some of the paramedical groups are also employed out 
of hospital in rehabilitation centres and home care services. 

The quality of care which this type of personnel can provide is 
directly related to their education and training. Hence the importance of 
educational standards and institutions. In general, the education and train- 
ing of this type of personnel in Canada have been upgraded in the post- 
war period and today compare favourably with the best provided in any 
industrialized country. The national societies of these occupations and 
the Canadian Medical Association, which jointly determine educational 
standards, have worked consistently to improve the quality of education 
and training. However, if educational and training standards are to be 
maintained at their high level in the future, they will have to be periodically 
evaluated in the light of improved medical and scientific knowledge and 
techniques, particularly with regard to the location of training facilities. 

Traditionally these categories of personnel have been trained in 
universities and hospitals. Some of the university-trained personnel, such as 
physiotherapists, are trained to the diploma or certificate level while 
others, including dietitians and medical social workers, are trained to the 
baccalaureate or post-graduate level. To qualify for practice some university- 
trained personnel are required to complete a stipulated hospital internship. 
Other groups, like medical record librarians and medical technicians, receive 
their training in large hospitals. Recently, because of shortages of qualified 
personnel to conduct training programmes in all hospitals and with the growth 
of technical institutes, there has been a shift in the didactic part of training 
programmes from individual hospitals to regional hospitals or to vocational 
and technical institutes. These institutions likely will play an increasing role 
in the future training of some occupations which are presently hospital- 
trained. 


1 Judek, S., Medical Manpower in Canada, a study prepared for the Royal Commission 
on Health Services, Chapter 6, Ottawa: Queen’s Printer (in press). 
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In view of the increasing variety of these personnel employed by 
hospitals and because of our recommendations encouraging the develop- 
ment of medical group practice? and home care programmes,” that will lead 
to their increased employment outside of hospitals, we are concerned with 
their number, their educational qualifications and place of employment. 
Consequently for each of the selected occupations we will examine the 
trends in their numbers and distribution, assess the adequacy of educational 
staff and facilities, and where necessary provide estimates of future personnel 
requirements. 


Employment of Selected Health Personnel, 1953 and 1961 


The occupations discussed here include most of the major paramedical 
occupations. Even here, however, there is a scarcity of statistics. Only one 
publication, Hospital Statistics? provides annual data on these personnel. 
Some additional data have been provided by the national societies of the 
paramedical groups considered. Within each occupation group covered, 
Hospital Statistics include only those individuals holding hospital employ- 
ment. This limitation has made it necessary for us to consider the supply of 
personnel primarily with reference to hospitals. Since hospitals presently 
employ the majority of these personnel (in 1962, hospitals provided em- 
ployment for between 70 to 95 per cent of the personnel in each group 
for which data are available) this limitation is not serious. Bearing in mind 
this qualification, Table 3-1 indicates the number of personnel employed 
in reporting hospitals between 1953 and 1961 and provides an approxima- 
tion of the trends in their employment in Canada over these years. 


TABLE 3-1 PARAMEDICAL PERSONNEL AND BED CAPACITY AND PATIENT- 
DAYS PER PARAMEDICAL PERSONNEL IN REPORTING HOSPITALS, BY 
TYPE OF HOSPITAL, CANADA, 1953 AND 1961 


1§ee Volume I, Chapter 2, 
* Ibid., Recommendations 116-123, pp. 61 and 62. 
*Dominion Bureau of Statistics, annual reports. 


Recommendations 34 and 35, p. 34. 


1953 1961 
Bed : Bed ; 
Type of Occupation Number Capacity Patient- Number Groaned Patient- 
of per Days per of Days per 
| Personnel | personnel | Personnel | Personnel | personnel Personnel 
Public General and Allied Special 
Dietittanse)) eat 965 is 19.2-1 qf 9/02 123 38.0 
Medical Record Librarians 634 111 29.3 | 737 131 39.8 
Laboratory Technicians... 1,774 40 10.5 | 4,098 24 7.2 
Radiological Technicians... ai les! 58 Heiere |) 2.613 37 le 
Physiotherapists. ................. 287 245 64.6 | 747 129 39.2 
Occupational Therapists.... 67 1,048 276.9 143 675 204.9 
SOCIAL WOrkets a... 197 356 94.2 291 332 100.7 
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Type of Occupation 


Dretitsans outs. Siac 
Medical Record Librarians 
Laboratory Technicians...... 
Radiological Technicians.. 
Physiotherapists.................. 
Occupational Therapists.... 
OCiAl WOrKers cs. 1: Auth xi 


EDICT ANS fees. 
Medical Record Librarians 
Laboratory Technician....... 
Radiological Technicians.. 
Physiotherapists. sa... 
Occupational Therapists.... 
DOCIAL WOrKersS. cusceige-se cess 


OTE IOE Lt 0e Bee a0) ee 
Medical Record Librarians 
Laboratory Technicians...... 
Radiological Technicians.. 
PAVSIOPRETADISIS <5 siececician: 
Occupational Therapists.... 


Social Workers 305 .4055.1.5. 


PICU ATIC ey ew casa has 
Medical Record Librarians 
Laboratory Technicians...... 
Radiological Technicians.. 
Physiotherapists.............. <) 
Occupational Therapists.... 
DOCIAE W OLKerS ccsccecsiesccsoess 


POIs ee es | 


Medical Record Librarians 
Laboratory Technician...... 
Radiological Technicians.. 
Physiotherapists... .c.2..0cc...% 
Occupational Therapists.... 
Social Workers. .).5.<...00.0:--3 


1953 1961 
Bed A Bed 
Number Capacity Patient- | Number caer Patient- 
of per Days per of per Days per 
Personnel Personnel Personnel || Personnel Percunel Personnel 
Private 
18 160 44.1 9 404 Nila 
4 720 198.3 16 DG} 66.2 
9 320 88.1 35 104 30.3 
9 320 88.1 26 140 40.7 
4 412 Se3! 12 303 88.3 
1 2,881 793.1 1 3,637 DO59 52 
13 222 61.0 3 LZ B55 ea 
Federal 
— — -—— 93 108 294 
— — _- 22 458 12370 
— — — 240 42 Eis 
— — — 123 82 22.0 
a — — | 168 45/1 
_- —_ — 60 234 62.9 
— —_ — 43 234 62.9 
Mental 
59 870 376.9 72 973 355.4 
93 Sy 239.1 136 515 188.2 
49 1,047 453.9 aS 960 350.5 
— — — 21 B,.336 | We Be 
230 225 96.7 CW? 188 68.8 
78 658 28521 234 299 109.4 
Tuberculosis 
63 pap) 92.5 42 268 UWS) 
162 105 36.0 P57 72 18.9 
120 143 48.6 107 105 Qik 
a7 463 TST ao 24 468 123.4 
Total 
1105 128 42.9 988 194 62.4 
638 114 30.3 TOR: 142 42.7 
2,038 69 DSS 4,666 41 ise 
1,396 101 34.0 2,942 65 20.9 
294 249 65.8 840 DAS 69.8 
298 418 139.5 559 322 104.9 
325 436 145.9 595 522 103.6 


Source: Dominion Bureau of Statistics, Health and Welfare Division, calculated from 
Hospital Statistics, 1953, Ottawa: Queen’s Printer 1955, and Hospital Statistics, 1961, Ottawa: 


Queen’s Printer, 1964. 
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The rapid increase in the use of paramedical personnel in hospitals 
in recent years is clearly shown in Table 3-1. Between 1953 and 1961 these 
selected paramedical occupations increased in number from 6,094 to 11,648, 
or by 91 per cent. Bed capacity and patient-days of the reporting hospitals 
increased by only 24 and 20 per cent respectively during the same period.! 
The increased employment of this type of personnel is to a substantial extent 
the consequence of the improved quality of health care Canadians now 
receive. 

The selected groups taken individually show marked variations in 
their rate of increase during the period. Some, like medical technicians and 
physiotherapists, increased at an explosive rate; others, like medical record 
librarians and medical social workers, increased less rapidly, and one group, 
dietitians, actually decreased. However, all groups except dietitians and 
medical record librarians have increased at a more rapid rate than hospital- 
bed capacity and patient-days. Thus in Table 3-1, all groups except these 
two show a reduced ratio of bed capacity and patient-days per personnel 
between 1953 and 1961. In the case of physiotherapists, Table 3-1 indicates 
that although there was an improvement in the ratio of personnel to bed 
capacity, the ratio of personnel to patient-days deteriorated. The explanation 
for this lies partly in the fact that mental hospitals were excluded in 1953 
because of data limitations but included in 1961, and the ratio reflects 
the inadequate volume of physiotherapy care provided in mental hospitals. 

There is a wide disparity in the quality of care provided by different 
types of hospitals in Canada. This was stressed in Volume I and recommenda- 
tions were made to remedy the situation.2 Table 3-1 shows that public and 
federal hospitals are the best staffed with respect to personnel, and mental 
hospitals the most inadequately staffed. Mental hospitals, for five of the 
seven groups, had considerably higher bed capacity and patient-days per 
personnel than the average for all types of hospitals. Private hospitals serve 
primarily chronically ill and do not employ paramedical personnel to the 
same extent as do other types of hospitals. 

Small hospitals provide each patient with fewer services than large 
hospitals. This applies particularly to the services rendered by paramedical 
personnel. Table 3-2 shows that in all but two of the paramedical groups 
listed there is a direct relationship between the intensity of service, as judged 
by patient-days per personnel, and the size of hospital. Medical record 


*Bed capacity and patient-days are both measures of available hospital facilities. The 
slower rate of increase in the latter is evidence that the expansion of hospital facilities during 
the period has brought the demand for hospital care and supply of adequate hospital facilities 
into better balance. See Volume I, Chapter 8, p. 300. 


* Ibid., Chapter 2, pp. 51-58, and Chapter 8. 
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librarians and combined radiological and laboratory technicians are the two 
exceptions. 

Two other aspects in the supply of these personnel merit examination; 
namely, trends in the supply of fully qualified and part-time personnel. Table 
3-3 provides these data by occupation-group for public hospitals in 1953 
and 1961. During this period there has been an increase in the proportion 
of qualified personnel in these occupations employed in hospitals, indicating 
a general upgrading in the quality of hospital staff. Despite this, there are 
still substantial numbers who are not fully qualified, especially in the pre- 
dominantly hospital-trained occupations such as medical record librarians, 
laboratory and radiological technicians. While a high proportion of non- 
professionals may reflect a shortage of trained personnel, it may also indicate 
an efficient allocation of tasks between professionals and non-professionals 
in the interest of minimizing the cost of operation. 

Part-time employment of paramedical personnel is important because 
the majority of them are female. Many married women while unable to work 
full time may desire part-time employment. The availability of part-time jobs 
will therefore ensure a more complete utilization of our potential paramedical 
work-force. Between 1953 and 1961 there was some decline in the over-all 
proportion of part-time persons in all these occupations taken together, 
namely from 9.7 to 7.0 per cent. However, most of this decline was accounted 
for by the drop in part-time radiological technicians from 12.7 to 3.6 per cent. 
In several occupations, e.g., dietitians, occupational therapists and medical 
social workers, the percentage employed part time has actually increased. 
Moreover, taking all groups together, the number of part-time staff has 
increased from 500 to 659 during the period. 

In general, there has been a rapid increase in the number of this type 
of health personnel employed in hospitals. The occupations for which train- 
ing is provided in hospitals have experienced the most rapid rate of increase, 
and for laboratory and radiological technicians the number of professionally 
qualified persons employed also has risen rapidly. The university-trained 
groups generally have experienced only modest increases in supply. 

Despite the increase in number the supply of paramedical personnel 
has not yet caught up with the demand for them. Evidence of this is provided 
by Table 3-4 which shows existing job vacancies and vacancy rates by occupa- 
tion groups in general and allied special hospitals in 1961. Admittedly, 
vacancy rates are at best an imprecise measure of unmet requirements. These 
data suggest that while the gap between demand and supply of personnel 


* Large hospitals probably employ more advanced record techniques which increase the 
productivity of record librarians. Combined radiological and laboratory technicians may be 
better suited to work in small rather than large hospitals. 
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has almost disappeared in the case of technicians, shortages in the supply 
of therapists, dietitians and medical social workers still prevail. 

A high attrition rate is a prime determinant of the present shortages 
in this field. Although large numbers of persons are trained, this attrition 
rate is due to the fact that the paramedical personnel are predominantly 
female. Like teaching, nursing and other predominantly female occupations, 


TABLE 3-3 SELECTED PROFESSIONALLY QUALIFIED AND NON-QUALIFIED 
PERSONNEL AND PERCENTAGE EMPLOYED PART-TIME IN PUBLIC 
HOSPITALS, CANADA, 1953 AND 1961 


1953 1961 Change 
Type of Occupation 


Number |Per Cent} Number |Per Cent] Number |Per Cent 


-__-_- eee lr OO nn | | | O_O 


IDES CRS IGT TN ecsdu tect ete nel ek 965 TI —193 |—20.0 
Professionally Qualified.............. 496 51.4 563 T29 67 1335 
ON tcp Onn A a 469 48.6 209 I ae | —260 |—55.4 
Number and Per Cent Part-time Ou, 5.9 87 11.3 

Medical Record Librarians.............. 634 137 103 16.2 
Professionally Qualified................ 151 2358 426 oy ee 2152 | 182.0 
OATS 0) Re eS ae ee 483 UY 311 42.2 —172 |—35.6 
Number and Per Cent Part-time 69 10.9 65 8.8 

Laboratory Technicians.............0...... 1,774 4,098 2,324 131.0 
Professionally Qualified................ 988 Dse7e i) 2240) 58.6 1,413 143.0 
COURCT ee eee eee Foe 8y: 786 44.3 1,697 41.4 911 115.9 
Number and Per Cent Part-time 164 O32 242 5.9 

Radiological Technicians.................. j ABA S 2,613 1,395 114.5 
Professionally Qualified................ 579 ATS 1,453 520 874 | 150.9 
OUR g as Be. eae ease, 639 22D 1,160 44.4 521 81.5 
Number and Per Cent Part-time 155 126 95 326 

PV STOLNEVADUSTS 52. tesa Sosa insiovsdaorsess 287 747 460 | 160.3 
Professionally Qualified................ n.a. — 667 89.3 — — 
CGT Mr wate Pe Bales. Sato a. n.a. —— 80 10.47 — — 
Number and Per Cent Part-time.. 38 1322 104 13.9 

Occupational Therapists.................... 67 143 76 | 113.4 
Professionally Qualified................ n.a. — 108 Vawe) — — 
BIAS ace Node | n.a — 35 24.5 — —- 
Number and Per Cent Part-time 5 eo DM 14.7 

BREE WN OF REE So5 creek cies cot vnieincaoseovsns 197 291 94 47.7 
Professionally Qualified................ 128 65.0 PB | 78.0 99 71.3 
INET CS Fi ee oad. 69 35.0 64 22.0 —5 —7.2 
Number and Per Cent Part-time.. 12 6.1 45 1o35 


Source: Dominion Bureau of Statistics, Hospital Statistics, 1953, Ottawa: Queen’s Printer, 
1955, and Hospital Statistics, 1961, Ottawa: Queen’s Printer, 1964. 
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paramedical groups have a very high attrition rate due to the tendency for 
women to retire from labour force either permanently or for a number of 
years after marriage. 


TABLE 3-4 VACANCY RATES FOR FULL-TIME SELECTED PROFESSIONAL 
AND TECHNICAL STAFF IN GENERAL AND ALLIED SPECIAL HOSPITALS, 
CANADA, 1961* 


; Positions Number : Vacancy 
Type of Occupation Established | Employed Vacancies Ratest 
WCtitiAnS ne ne ee nareeneaeas 972 827 145 14.9 
Medical Record Librarians.............. 803 739 64 8.0 
Laboratory Technicians. ..... 20.44... 4,492 4,246 246 Sus 
Radiological Technicians.................. 2,760 eerie 48 1.7 
Phrysiotherapistss sete reer 895 764 13t 14.6 
Occupational Therapists................... 231 176 55 23.8 
Socials W OLkelsS:,:..hakuacceee eee 366 315 51 13.9 


a  —————————————— 


*Include public, private and federal hospitals, two part-time persons were taken as equivalent 
to one full-time worker. 


+Vacancy rate is the percentage of vacancies to positions established. 
Source: Data supplied by Dominion Bureau of Statistics, Health and Welfare Division. 


In order to see what the present situation is in the education and use 
of paramedical personnel we have examined, in more detail, the major 
paramedical groups in terms of their present functions, educational require- 
ments, supply and shortages. These details are presented below. 


Dietitians 


The main work of dietitians consists in the organization, administra- 
tion and supervision of food services in communal and commercial establish- 
ments. Traditionally, dietitians have been employed in hospitals, schools, 
corrective institutions, the Armed Services and similar institutions but there 
has been a growing tendency for them to be employed in commercial enter- 
prises. In the hospital the dietitian is responsible for general food service and 
for therapeutic diets for patients as well as food supply for the hospital 
medical staff, nurses, and others. The hospital dietitian may also perform a 
teaching function in the hospital schools of nursing or a research function as 
a member of a metabolic research team. 


In Canada the professionally qualified dietitian is considered to be 
one who has the qualifications necessary for membership in the Canadian 
Dietetic Association. Membership requires a baccalaureate degree in Home 
Economics and completion of either a 10- to 12-month dietetic internship in 
an approved hospital or three years attested experience. Possession of a 
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Master’s degree in Food and Nutrition also assures eligibility for membership. 
At present there are 16 universities in Canada offering accredited courses 
in Home Economics. The hospitals providing internship training are dispersed 
throughout most of the provinces. Manitoba, New Brunswick, Prince Edward 
Island and Newfoundland, however, have no hospitals with facilities for 
training dietetic interns. 

At the sub-professional level in the dietary occupation come the 
certified “dietary aides” such as food supervisors and dietary assistants. To 
qualify for these positions one must successfully complete a programme of 
studies offered at vocational schools or arranged jointly by the provincial 
hospital and dietetic associations. At a third level in the dietary service 
come the non-certified “dietary aides”. On-the-job training in hospitals over 
a stipulated period qualifies one for these positions, with the stipulated period 
varying between 6 and 18 months. 

Although the number of dietitians employed in hospitals has declined 
the number of professionally qualified dietitians has increased. In 1961 
there were 988 dietitians employed in hospitals as compared with 1,105 in 
1953. Data on the distribution of dietitians by professional qualifications are 
limited to public hospitals. In these hospitals, between 1953 and 1961, the 
number of professionally qualified dietitians employed increased from 496 
to 552, while the number of all dietitians (irrespective of qualification) 
decreased from 965 to 772. As a result, about seven out of every ten 
dietitians employed in public hospitals were professionally qualified in 1961 
as compared with five out of ten in 1953. Since these hospitals employ 
about 80 per cent of all dietitians working in hospitals, Canadian hospitals 
increasingly are using professionally qualified dietitians and reducing their 
employment of the non-professionally qualified. 

During the period, the increased volume of hospital care as measured 
by patient-days and the reduced number of dietitians employed would suggest 
shortages in the supply of dietitians. In view of the increased supply of 
professionally qualified dietitians and the recent tendency for hospitals to 
contract out to commercial caterers a share of the food preparation previously 
done within the hospital kitchen, an increase in patient-days per dietitian 
provides an inadequate measure of shortage of personnel. 

The Canadian Dietetic Association has suggested a standard of dietary 
service of one professionally qualified dietitian per 100 rated beds. Assuming 
that the volume of service in hospitals of size 100 beds is too small to warrant 
the full-time employment of a professionally qualified dietitian, the need for 
these personnel in hospitals of 100 beds and over may be determined by 
applying this standard to total bed capacity in these hospitals. On this basis 
approximately 670 professionally qualified dietitians were needed in public 
hospitals in 1961 as compared with 552 actually employed. The number of 
reported vacancies also provides an indication of shortages. In 1961 there 
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were 145 full-time vacancies (15 per cent) for dietitians in public, federal 
and private hospitals. Thus, dietitians had the second highest vacancy rate 
of all the groups studied. 

Despite the existing shortage of these personnel no expansion of 
training facilities need be contemplated at present because university courses 
in home economics and facilities for training dietetic interns in hospitals are 
presently under-utilized. Inadequate salaries are a factor affecting the inability 
of hospitals to attract and hold professionally qualified dietitians.* To attract 
dietitians, salaries offered by hospitals must be made commensurate with 
those paid by other enterprises and to other hospital professionals with similar 
academic background and responsibilities. Hospitals also face the problem 
of retaining the services of the dietitians that they employ. Many married 
women withdraw from employment when home responsibilities conflict with 
their professional duties. It is possible that higher salaries and better working 
conditions and hours of work will induce many married dietitians to return 
to hospital work. 

Another approach to the solution of the existing shortage of profes- 
sionally qualified dietitians may be that training programmes for certified 
“dietary aides”, who require a shorter training period than the professionally 
qualified dietitian, should be expanded. The increased use of these auxiliary 
dietary workers, once they receive adequate supervision, will increase the 
productivity of the professional dietitian. 

There also exists the problem of ensuring that the dietary service in 
smaller hospitals is at a satisfactory level. Because of the small number of 
patients the employment of a professionally qualified dietitian in such hospitals 
is not economically warranted. A practical solution to the problem of main- 
taining quality diet at economic cost in these small hospitals could come 
through the regional organization of health services in which one profes- 
sionally qualified dietitian, with the assistance of certified auxiliary dietary 
workers, e.g., food supervisors, would serve a group of these small hospitals. 


Medical Record Librarians 


The medical record librarian, working in hospitals and clinics, is 
responsible for the patient’s records which show the course of his illness 
and treatment. More specifically, her duties include the following: “(a) 
reviewing patients’ records for completeness and accuracy; (b) coding and 
indexing of diseases, operations and special treatments according to recognized 
classification systems; (c) assisting the medical staff in research involving 
medical records; (d) selecting and tabulating record information for specific 


The Ontario Dietetic Association, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962, p. 3, and Manitoba Hospital Survey Board, Report on Hospital 
Personnel, Winnipeg: Queen’s Printer, 1963, p. 173. 
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purposes of the hospital, the clinic, or health authorities; (e) abstracting 
case histories for special reports; (f) preparing periodic narrative and sta- 
tistical presentations on the utilization of the hospital or clinic; (g) answering 
inquiries for record information in accordance with prescribed policies; (h) 
representing the hospital or clinic in court or other medico-legal activities; 
and (i) serving on the hospital’s medical record committee”.! 

Formal training and qualifications are becoming more important for 
this occupation. In Canada, a qualified medical record librarian must be 
registered with the Canadian Association of Medical Record Librarians. 
To be eligible for membership the applicant must successfully complete a 
training programme at an approved school. In 1961, there were 11 
hospital schools providing courses of training approved by the Canadian 
Association of Medical Record Librarians. These courses were of 12-month 
duration. Admission requirements to these courses include completion of 
senior matriculation, and a knowledge of shorthand and typing. In addition 
to the hospital training programmes the Canadian Hospital Association, in 
co-operation with the Canadian Association of Medical Record Librarians, 
offers an 8-month extension course which provides training to non-qualified 
personnel in the medical record departments of small hospitals. 

The number of qualified and non-qualified medical record librarians 
employed in public general and allied hospitals and private hospitals in 1961 
was 753, an increase of 18 per cent between 1953 and 1961. During this 
period the number of professionally qualified librarians rose much more 
rapidly. Thus, in public hospitals which employ the bulk of these personnel 
working in hospitals, registered librarians increased in number from 151 to 
426, or 182 per cent. In these hospitals registered persons comprised almost 
60 per cent of all medical record librarians in 1961, as compared with less 
than 25 percent in 1953. 

Despite the increased employment of these personnel in recent years, 
the Canadian Association of Medical Record Librarians reported shortages 
of professionally qualified librarians in 1961. The Association suggests that 
general hospitals should have one registered record librarian per 100 beds.” 
If this standard is applied to public hospitals with 100 beds or more it appears 
that in 1961 these hospitals needed an additional 244 registered record 
librarians. Since there is some substitution between non-qualified and quali- 
fied record librarians, existing shortages are probably somewhat lower 
than the level suggested by these data. In 1961, public, private and federal 
hospitals reported 64 full-time vacancies for these personnel, but this figure 
underestimates the shortage of record librarians in that year. The low attrition 
rate of this profession, resulting from the fact that about one-third of its 


1Manitoba Hospital Survey Board, op. cit., p. 182. 
2 Canadian Association of Medical Record Librarians, brief submitted to the Royal 
Commission on Health Services, Toronto, May 25, 1962, p. 2. 
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members belong to religious orders, helped to prevent more serious shortages 
from arising. 

We conclude therefore that moderate shortages of these personnel 
exist. However, the increased use of medical records to maintain high 
quality health care and the increased volume of health services that will result 
from the recommended Health Services Programmes will necessitate a signifi- 
cant rise in the volume of medical records, and consequently in the demand 
by hospitals for these personnel. On the other hand, the wide-spread introduc- 
tion of new methods of collecting, coding and classifying these records would 
tend to reduce the demand for them. It is unlikely, however, that automation 
will significantly affect the demand for these personnel for the foreseeable 
future. Existing training facilities are adequate to handle the expansion of 
enrolment that must take place if present shortages are to be removed and 
future requirements met. The continued extension of financial assistance 
under the National Health Grants, Technical and Vocational Training 
Programmes, and the Hospital Insurance Programme will help to stimulate 
the required expansion in enrolment. 


The employment of full-time registered librarians is appropriate only 
in those hospitals with relatively large and complex care programmes. There- 
fore, medical record work in smaller hospitals will continue to be carried 
out by nurses or clerical personnel. However, a system under which a 
registered record librarian supervises the records in a group of these small 
hospitals, on a regional basis, would ensure that the quality of record 
services in rural areas is of an adequate standard. 


Medical Technicians 
LABORATORY TECHNICIANS 


The work of laboratory technicians encompasses all laboratory proce- 
dures that assist in the detection and control of disease and in the investiga- 
tion and maintenance of the normal functions of the human body.! In Canada 
about four-fifths of the certified laboratory technicians work in hospitals, the 
remainder are employed in provincial government laboratories, universities 
and private laboratories. 


The registering body for this paramedical group is the Canadian 
Society of Laboratory Technologists which after examination, grants a 
Certificate of Registered Technologist as the standard qualification for the 
practice of medical laboratory technology. Only graduates from approved 
training programmes in laboratory technology are eligible to take this exami- 


* Department of Labour, Medical Laboratory Technologists, Monograph 42, Canadian 
Occupation Series, Ottawa: Queen’s Printer, 1957. 
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nation.* In 1960, there were 119 centres in Canada which were approved 
for the training of laboratory technicians. These centres were of four types: 
approved hospital laboratories, provincial government laboratories, regional 
centralized laboratories, and colleges and universities. 


Training programmes in approved hospital laboratories are under the 
direction of a certified pathologist and are of 12 to 24 months duration. 
Instruction in the theoretical and practical aspects of medical technology 
is provided by the technical staff. Training at provincial government 
laboratories is divided in two phases: 6 to 8 months of theoretical train- 
ing and followed by one year of practical training in an approved hospital 
laboratory. Under the centralized training programme approved hospital 
laboratories co-ordinate the didactic phase of their training in one centre; 
students then return to their respective hospitals for an additional year of 
practical experience. All existing university courses in medical technology 
have the approval of the Canadian Medical Association. The universities 
of Saskatchewan and Alberta offer a three-year degree course in medical 
technology; the other universities offer two-year diploma courses. 


The supply of laboratory technicians has increased at a rapid rate in 
recent years. Between 1953 and 1961 the number of laboratory technicians 
employed in all reporting hospitals, excluding federal, increased from 2,038 
to 4,426, or by nearly 120 per cent. In addition to this rapid growth in 
numbers, one other aspect of the supply of this group deserves specific 
mention—that is the sharp rise in the employment of qualified technicians. 
During the period under review, public hospitals employed an additional 1,413 
qualified laboratory technicians, and as a consequence, the qualified techni- 
cians comprised 58.6 per cent of all laboratory technicians working in these 
hospitals in 1961 as against 55.7 per cent in 1953. In recent years there 
has been a sharp increase in the productivity of this type of personnel. It has 
been estimated that there was a 12 per cent annual increase in the volume of 
laboratory units per technician over the period.” 

Despite the marked increase in the supply of these personnel there is 
some evidence that shortages still existed in 1961 but it is not believed that 
these shortages were serious. For example, in 1961 only 246 of the 4,492 
positions established were unfilled, a vacancy rate of 5.5 per cent which is 
the second lowest of the groups studied. We conclude, therefore, that there 
is no significant shortage of this paramedical group. 

Since the co-ordination and concentration of the didactic phase of 
training permits a more efficient utilization of training personnel and ensures 


1Training programmes are approved by the Canadian Medical Association Committee 
on approval of Hospital Laboratories for Training Medical Technologists. 

2 Boyd, A. D., Paramedical Manpower in Canada, a study prepared for the Royal Com- 
mission on Health Services, Ottawa: Queen’s Printer (in press). 
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a higher quality of training, the expansion of centralized training programmes 
should be stimulated. Before this can be done, in view of the present shortage 
of qualified instructors, some expansion of advanced training programmes 
must be undertaken. Some approved hospitals have already inaugurated 
courses for advanced certification but the number of advanced courses 
appears inadequate. Universities, especially, should consider the establish- 
ment of advanced courses in medical technology. 

If the supply of this type of personnel is to be maintained we 
must be concerned with their high attrition rate. The Canadian Society of 
Laboratory Technologists estimates that about 90 per cent of the laboratory 
technicians are females who seldom remain in the profession more than 
2 or 3 years.! Salary increases might tend to attract more males to the 
profession. Moreover, an increased number of professionally qualified males 
would assure stability in the senior laboratory technician positions and ensure 
that experienced personnel are always available to train students. Improved 
working conditions and better working hours might reduce the withdrawal 
rate for females and attract married women to work on a part-time basis. 

Many small hospitals in rural areas have no laboratory technicians 
on their staff although some such hospitals combine laboratory and radio- 
logical work. In 1961 about 70 per cent of the hospitals of under 100 beds 
did not employ a qualified laboratory technician. This does not suggest that 
the required laboratory services were not performed but that they were not 
performed intramurally. Smaller hospitals have their laboratory procedures 
performed in larger hospitals or provincial laboratories. In view of the low 
volume of their laboratory needs many small hospitals find it more economical 
to have their laboratory work done extramurally. Consequently, it appears 
that no change in the existing arrangement is necessary. 


RADIOLOGICAL TECHNICIANS 


This paramedical group is concerned with the technical aspects and 
use of ionizing radiation in medicine under the direction of a physician. Most 
of the radiological technicians are engaged in the diagnostic and some in the 
therapeutic field of radiology, while only a few work in both fields. The 
majority of these technicians work in hospitals but others are employed in the 
offices of radiologists, dentists, and group practice clinics, as well as in labora- 
tories serving the health professions. 

Most of the approved centres for the training of these personnel are 
in hospitals, but some universities and vocational schools and technical 
institutes have also been designated as teaching centres.2 Minimum educa- 


; * Canadian Society of Laboratory Technologists, brief submitted to the Royal Commis- 
sion on Health Services, Toronto, May 31, 1962, p. 9. 

2 The six university centres offering training for radiological technicians are located in 
Saskatchewan, Ontario, Quebec and Nova Scotia. 
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tional qualification for entrance into approved schools is junior matriculation, 
or university entrance requirements for training in the university centre for 
radiological technicians. The duration of training in approved schools is 
not less than 24 months for diagnostic or therapeutic techniques and 36 
months for both fields combined. 

The Canadian Society of Radiological Technicians is the only certify- 
ing body for radiological technicians in Canada. Certification examinations 
in both diagnostic and therapeutic techniques are held twice annually. Suc- 
cessful candidates are granted certificates and are entitled to the qualification 
of Registered Radiological Technician. At present graduates of both approved 
and non-approved training centres are eligible to sit for the certification 
examinations, but after May 1966 only graduates of approved training 
centres will be permitted to do so. 

There has been a significant rise in the employment of radiological 
technicians in hospitals in recent years. Between 1953 and 1961 the number 
of these personnel employed in all hospitals, excluding federal, increased 
from 1,396 to 2,819, i.e., an increase of over 100 per cent. The effective 
increase is even greater since there was, during this period, a tendency for a 
larger proportion of these technicians to work on a full-time basis. In 
public hospitals, 96 per cent of these technicians worked on a full-time 
basis in 1961 as compared with 87 per cent in 1953. This group has also 
shown an impressive improvement in qualifications during this period. For 
example, in public hospitals, which employ nine-tenths of all radiological 
technicians working in hospitals, there were 1,453 fully qualified technicians 
in 1961 as compared with 579 in 1953. They comprised 56 per cent of all 
technicians employed in these hospitals in 1961 as against 48 per cent 
mt 53% 

This marked improvement in the supply of these technicians between 
1953 and 1961 does not imply that it was completely adequate. Available 
data suggest that while shortages exist they are quite moderate. In 1961 only 
58 of the 2,760 full-time positions established for radiological technicians 
were unfilled. The resulting vacancy rate of 1.7 per cent was the lowest of all 
groups studied. It can be concluded therefore that there is no serious shortage 
in the supply in this group of personnel. 

To assure an adequate supply of qualified teachers in radiological 
techniques some increase in the numbers of advanced and refresher courses 
appears desirable. Further, the reorganization of existing hospital training 
programmes to permit the co-ordination of the didactic phase in centralized 
schools would promote the more efficient use of available resources. These 
centralized training centres would be best established in regional hospitals, 
vocational schools, and institutes of technology. The expansion of advanced 
courses would enable technicians to qualify for senior positions and thereby 
increase the attractiveness of a career in radiological technology for males. 
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One factor affecting the supply of this group is the high attrition 
rate. For example, the Canadian Society of Radiological Technicians esti- 
mates that a large proportion of its present membership are graduates of less 
than five years experience.1 To reduce the high attrition rate more males 
should be attracted to this occupation and an increase in salary scales will 
serve to achieve this objective. But improved working conditions and better 
working hours may tend to retain females in this occupation. 

Finally there remains the problem of ensuring that the standard of 
radiological services in small hospitals is of an acceptable quality. Small 
hospitals in rural areas, which generally provide less radiological services 
than larger hospitals, encounter difficulty in attracting registered radiological 
technicians. In 1961 about two-thirds of the hospitals with less than 100 beds 
did not employ a registered radiological technician. A high quality of service 
could still be assured in these hospitals by having one qualified technician 
serve two or three small hospitals in adjacent communities.2 Many qualified 
technicians are reluctant to accept employment in rural hospitals because it 
precludes advancement in technical skill, which, in turn, limits the oppor- 
tunities for advancement into better paying positions. This may result in 
small hospitals in rural areas being unable to obtain the qualified personnel 
they require. It has been suggested that a travelling supervisory service and 
refresher courses, by removing the fear of obsolescence of skill, would 
reduce the technicians’ reluctance toward rural employment.? These pro- 
posals should therefore be given serious consideration. 


OPERATING-ROOM TECHNICIANS 


Operating-room technicians work exclusively in hospitals and con- 
stitute a relatively new paramedical group as nurses have previously been 
used in this capacity. These technicians are not widely employed in 
Canada and because of their small numbers no national organization has been 
established. Consequently there is no accredited course of training. Two 
types of programmes, both offered in hospitals, are available for the training 
of these technicians. Some large hospitals provide basic training for their own 
operating-room technicians. The duration of this training is six months after 
two years working as an orderly. More recently, the Winnipeg General 
Hospital has established a six-months course designed to train such technicians 


to work in other hospitals. Presently, this course is limited to ten students 
annually. 


* The Canadian Society of Radiological Technicians, brief submitted to the Royal 
Commission on Health Services, Toronto, May 29, 1962, p. 8. 


* Manitoba Hospital Survey Board, OD Ci, 142: 


® Canadian Society of Radiological Technicians, Manitoba Division, brief submitted 
to the Royal Commission on Health Services, Winnipeg, January 17, 1962, p. 10. 
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The functions of a scrub nurse are of a specific nature and can be 
performed just as adequately by the operating-room technician as by the 
registered nurse. In view of the shortage of nursing personnel and their 
longer period of training, the substitution of these technicians for nurses 
in the operating-room will promote the more efficient allocation of our 
health manpower. Compared with nurses or student nurses the employment 
of this group reduces staff turnover. To assure that the supply of operating- 
room technicians is sufficient to permit this substitution the Commission 
recommended in Volume I that “...a new classification of this type of work 


be established with adequate salaries so that men may make a career of this 
occupation’”’.1 


OTHER TECHNICIANS 


The growing complexity of the equipment used in the diagnosis and 
treatment of disease in the physicians’ offices, hospitals, and laboratories 
has led to a corresponding demand for personnel to operate such equipment. 
We have described groups of technicians in fields where special knowledge 
and skills are required, and where specific qualifications have been identified 
as a prerequisite for practice. These qualifications range from formal train- 
ing and certification in the case of laboratory and radiological technicians, 
to several months training in a hospital without the need for formal certifi- 
cation as in the case of operating-room technicians. 

There are other areas, where the requirements for training are still 
less specific or uniformly accepted. Among these are the electroencephalo- 
graphy technicians whose training on the job ranges up to 3 to 4 years. They, 
like the equipment they use, are mostly employed in hospitals. 

Electrocardiography technicians, on the other hand, are employed 
predominantly in physicians’ offices or clinics. Little training is required for 
this type of work often performed by nurses or other personnel in the office, 
clinic, or hospital. 


Therapists 


PHYSIOTHERAPISTS 


Physiotherapy is the treatment of disease and injury by the use of 
heat, light, electricity, massage, therapeutic exercises and other rehabilitation 
procedures.? It is an accepted and valuable adjunct of modern medical and 
rehabilitative treatment and is used extensively in all branches of medicine 
including surgical (orthopaedic, neurosurgical and reconstructive), derma- 
tological, neurological, obstetrical, gynaecological, paediatric and geriatric. 


1 See Volume I, Chapter 2, Recommendation 139, p. 69. 
2 Manitoba Hospital Survey Board, op. cit., p. 145. 
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The physiotherapist is employed in departments of general, special and 
rehabilitative hospitals, in out-patient centres, private patient clinics and in 
the home. Three out of every five physiotherapists in Canada are employed 
by hospitals, but irrespective of place of employment the physiotherapist 
provides treatment only under the direction of a medical practitioner. 

In most provinces, physiotherapists must be licensed under a provin- 
cial act! in order to practise. The legislation requires a standard of training 
similar to that set by the Canadian Physiotherapy Association for its member- 
ship. Membership in the national organization is restricted to graduates of 
Canadian university schools of physiotherapy after completion of a five- 
months internship, and to foreign-trained physiotherapists who either have 
diplomas or degrees which are recognized by the national organization, or 
pass a special examination set by the Canadian Physiotherapy Association. 
There are now in Canada six schools providing training in physiotherapy? 
each within a university medical faculty. Three of these schools offer com- 
bined training in physical and occupational therapy and the remainder offer 
separate training in both specialties. In all six schools, a diploma in physical 
therapy is given on the successful completion of a two- or three-year course of 
study and specified internship. 

Beyond the diploma level, McGill University offers a four-year degree 
course in both therapies combined, and the University of Toronto offers 
further training towards a teacher’s certificate in physiotherapy. There are 
also refresher courses. for practising therapists. 

In 1961 there were 840 physiotherapists, employed in Canadian hos- 
pitals, of whom 90 per cent worked in public general and allied special 
hospitals. Between 1953 and 1961 the number of physiotherapists employed 
in public hospitals increased by 160 per cent from 287 to 747, thereby 
registering the greatest percentage increase of all paramedical groups studied 
here. Because of this rapid increase, there has been a significant improve- 
ment in the beds and patient-days—physiotherapist ratios during this period. 
Private hospitals have also experienced some improvement in the adequacy 
of their physiotherapist personnel. Approximately 14 per cent of physiothera- 
pists in public hospitals were employed on a part-time basis. 

The increase in the supply of physiotherapists between 1953 and 
1961 does not mean that needs were being adequately met even in the 
latter year. There is much evidence to suggest that there was a serious 
shortage in these occupations in 1961. In that year, there was one profes- 
sionally qualified physiotherapist for every 14,500 Canadians. Comparable 
figures for other countries were as follows: Denmark—2,200; Sweden— 


* New Brunswick, Nova Scotia, Ontario, Manitoba, Saskatchewan, Alberta and British 
Columbia have such acts; licensing is mandatory in all these provinces except Alberta. 


* Universities of Toronto, Montreal, Manitoba, Alberta, British Columbia and McGill. 
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2,600; United Kingdom—6,000; Australia—8,000; and France—12,000. 
The difference in population-physiotherapist ratios of the provinces (e.g., 
British Columbia—10,800 and Newfoundland—37,700) suggests that the 
supply of physiotherapists is both inadequate and unevenly distributed. In fact 
it has been suggested that about half of the sick and injured Canadians who 
need and could benefit from physiotherapy are unable to obtain this service.2 

Further evidence of the existing shortage of physiotherapists is 
provided by the number of vacancies in hospitals. In 1961, there were 895 
full-time positions for this type of personnel in all hospitals excluding 
mental and tuberculosis. Of these, 131 or 14.6 per cent were unfilled. This 
vacancy rate was the third highest of the seven paramedical groups studied, 
exceeded only by occupational therapists and dietitians. 

The employment of trained aides will increase the volume of services 
which our present supply of physiotherapists provide. These aides should be 
trained on-the-job by senior staff physiotherapists and their work should be 
directly supervised by qualified personnel. 

To assure an adequate supply of physiotherapists the Continuing 
Committee of the Canadian Conference on Physiotherapy has recommended: 
that seven additional schools in physiotherapy be established, each in a 
university with a medical faculty; that two additional schools, in universities 
not previously having medical faculties, be created which should offer a 
diploma in physiotherapy; and that these schools be established by 1971.? 
Since students in this field, after graduation, tend to practise in areas close to 
the school, we must conclude that, because of the present maldistribution of 
our physiotherapy manpower, the Atlantic Provinces and Quebec should have 
priority in any programme to provide training facilities for physiotherapy.’ 

The high attrition rate of this profession is an important determinant 
of existing shortages. It has been estimated that approximately 10 per cent 
of the graduates of Canadian physiotherapy schools never practise and 
another 65 per cent leave the profession by the fifth year after graduation.* 
Salary increases and better working conditions might encourage the female 
physiotherapist to remain in active practice. More adequate remuneration 
will also attract more men, whose attrition rate is lower, into these occupations. 

Most small hospitals are without the services of a qualified physio- 
therapist. In 1961, only 2 of the 604 reporting hospitals of size 1-99 beds 
employed a physiotherapist. Failure to employ these personnel was due to the 
low volume of physiotherapist services considered essential and to an inability 


1The Continuing Committee of the Canadian Conference on Physiotherapy, brief sub- 
mitted to the Royal Commission on Health Services, Toronto, May 24, 1962. 0:2; 

2 Tbid., pp. 14 and 15. 

3 See Recommendation 209, p. 70. 

* Canadian Physiotherapy Association, brief submitted to the Royal Commission on 
Health Services, Ottawa, March 1962, p. 8. 
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to finance the costs involved. A solution to the problems facing these small 
hospitals can be found through a regional approach. A travelling regional 
physiotherapy service under which a physiotherapist is shared among a few 
small hospitals is one means by which these hospitals can provide adequate 
physiotherapy care to their patients. 


OCCUPATIONAL THERAPISTS 


Occupational therapy is a rehabilitative procedure guided by a quali- 
fied occupational therapist who, under medical supervision, uses self-help, 
manual, creative, recreational and social, educational, pre-vocational and 
industrial activities to promote the maximum recovery of the physical and 
mental functions of patients. Besides treating patients, occupational therapists 
may also be employed in administrative and teaching positions.' In the past, 
these therapists were primarily engaged in treating long-stay patients in 
hospitals but in recent years their skills are being used more widely. Today 
much of their treatment is provided in community workshops, curative work- 
shops, home-care programmes, and to short-stay patients in general hospitals. 
However, mental hospitals still employ about two-thirds of the occupational 
therapists working in hospitals. In 1961, about one-third of the active occupa- 
tional therapists in Canada were employed in rehabilitative clinics and 
centres. 

Training in occupational therapy in Canada is provided in six schools, 
each within a medical faculty. Three of these schools offer a diploma in 
occupational therapy and the others have a combined diploma course in 
occupational and physical therapy. The duration of these diploma courses is 
two to three years plus a six-month internship. The Canadian Association of 
Occupational Therapy in addition offers a special 18-months diploma course 
at Kingston. Admission requirements to this special course are a degree in 
nursing, a B.A. degree or equivalent experience in this occupation. 

There has been a significant increase in the supply of occupational 
therapists in recent years. The total number employed in public, private 
and mental hospitals stood at 516 in 1961 as compared with 298 in 1953. 
This is one paramedical occupation in which immigration has had a consider- 
able impact on the increase in supply. For example, between 1957 and 1961 
the foreign-trained share of total active membership of the national associa- 
tion increased from 26 to 36 per cent. As hospital-bed capacity and patient- 
days grew at a less rapid rate than the supply of occupational therapists 
between 1953 and 1961, the patient-days and bed capacity per personnel ratio 
for this paramedical group improved during the period. In 1961 about 85 


1In 1961, of the 342 members of the Canadian Association of Occupational Therapy, 
2 were employed in administrative positions and 21 in teaching. 


* Universities of Toronto, Montreal, Manitoba, Alberta, British Columbia and McGill. 
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per cent of the occupational therapists in public hospitals were employed 
on a full-time basis as compared with 92 per cent in 1953. 

Despite the rapid increase in their supply serious shortages of these 
personnel still exist. The Rehabilitation Committee of the Canadian Medical 
Association has suggested a ratio of one occupational therapist per 15,000 
population.t To meet this standard, 1,200 occupational therapists would 
have been needed in 1961. In that year membership in the national associa- 
tion was 342, of whom only 319 were providing treatment to patients. Further 
evidence of the acute shortage of these personnel is provided by the vacancy 
data for hospitals. General and allied special hospitals in 1961 had 231 
full-time positions established for occupational therapists. Of these only 176 
were filled. The resulting vacancy rate of 24 per cent was clearly the highest 
of all the paramedical groups studied. In mental hospitals the Canadian 
Association of Occupational Therapy estimated that 367 vacancies for 
therapists existed in these institutions in 1961. A conservative estimate would 
place our shortage of qualified therapists in 1961 at between 400 and 500. 

This predominantly female profession has a very high attrition rate. 
For example, between January 1957 and December 1961, 300 additional 
Canadian-trained personnel were appointed in Canada but during the same 
period 298 resigned. An increase in male participation in this profession 
would, of course, reduce the attrition rate. Increases in salaries of occupational 
therapists may make a career in this field more attractive to males. In addition, 
efforts should be made to emphasize the opportunities for males in this 
profession through vocational guidance programmes at the secondary school 
level. Improved working conditions and better working hours may retain 
married women in this occupation. 

Another method of relieving existing shortages is by training more 
aides to carry out the routine responsibilities and auxiliary functions of the 
occupational therapists. The scope of their duties includes work assigned by 
qualified occupational therapists, maintenance of equipment and preparation 
of patients for scheduled treatment.? In order to maintain the desired level of 
health care the work of these aides must be directed and supervised by 
qualified occupational therapists. Consequently, the supply of qualified thera- 
pists limits the extent to which the expansion of existing training programmes 
for aides can effectively compensate for the shortage of this personnel. In view 
of the existing shortage there must be a rapid expansion of university and 
clinical facilities for the training of therapists. 

To assure the maintenance of desirable professional standards the 
Canadian Association of Occupational Therapy recommends that new 
occupational therapy courses be established within university medical facul- 


1The Canadian Association of Occupational Therapy, brief submitted to the Royal 
Commission on Health Services, Toronto, May 23, 1962, p. B-2. 
ibid. po 10. 
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ties.1 One of these courses should be provided at l’Université de Sherbrooke 
where a medical school is now being established.* Increased financial assist- 
ance, e.g., scholarships, bursaries, and loans, would also augment the number 
of applicants for training. 


SPEECH AND AUDIOLOGICAL THERAPISTS 


Speech therapists are concerned with the evaluation and education of 
those suffering from communication disorders which affect the comprehension 
and expression of language. The primary objective of speech therapy is to 
diagnose and treat disorders of articulation, voice and language. Audiology, 
the study of hearing, is chiefly concerned with different methods of testing 
hearing and educating the person with a hearing impediment. The audiologi- 
cal therapist carries out the prescribed treatment for the hearing impairment. 
Speech and audiological therapists work in hospitals, rehabilitation centres, 
clinics, special schools for the handicapped or deaf, as well as in the regular 
school system. 

Manitoba is the only province with a licensing board defining the 
conditions under which individuals are entitled to practise speech and hearing 
therapy.* There is no national organization but there are provincial associa- 
tions in Quebec, Ontario, Manitoba, Saskatchewan and British Columbia. 

Speech therapy and audiology are complementary skills and are 
taught together in Canada, so that the graduates may practise in either 
specialty. Three Canadian universities provide training in these areas, namely, 
the Universities of Montreal, Toronto and McGill.4 In all three universities 
training for speech and audiological therapists comes under the medical 
faculty. Admission requirements in the schools is either a B.A. or B.Sc. 
degree or equivalent.’ The duration of all courses is two academic years plus 
a six-month internship. 

Because of the location of the Canadian schools in Eastern Canada, 
students from the western provinces usually receive their training at univer- 
sities in the United States. 

Statistics on speech therapists are lacking. Membership in the five 
provincial associations in 1961 was 129 but both speech therapists and 
correctionists are eligible for membership in these associations. It is estimated 
that there were between 100 and 125 qualified speech therapists in Canada in 
that year. Most of them work in hospitals. Generally, however, the hospital- 


+1 bids Di 28: 

* See Recommendations 207 and 209, p. 70. 

*A Bill, with the same intent, is at present before the Quebec Legislature. 
*The Universities of Montreal, Toronto, and McGill began their courses in this field 
in 1956, 1958 and 1963 respectively. At McGill University, administratively, the School of 
Graduate Studies looks after students in this field. 


* University of Toronto accepts registered nurses, i.e., R.N. and Teacher’s Certificates, 
with experience as equivalent. 
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employed speech therapist also works part-time in a clinic or rehabilitation 
centre. It has been estimated that between 400 and 500 additional speech 
therapists are needed. 

At present existing training facilities graduate about 12 speech thera- 
pists per year; in addition, another 10 to 20 foreign-trained speech therapists 
annually migrate to Canada, This annual gross increment to supply is seriously 
inadequqate in view of the shortage that exists in this country. The need for 
further expansion of training facilities is self-evident. Additional facilities 
should be established and they should be associated with the medical faculties 
of Dalhousie University, in one of the Prairies’ medical schools and the Uni- 
versity of British Columbia. In the latter province such a school should be 
associated with the Health Sciences Centre.? 


Medical Social Workers 


Social work has gained an essential role in the provision of good 
health services and as the social component in sickness has become more 
recognized, the contribution of the medical social workers has become in- 
creasingly more significant. They are employed in hospitals, clinics and 
rehabilitation centres and deal with social problems of patients and their 
families. Among the principal tasks which medical social workers under- 
take are the provision of assistance to patients and their families to overcome 
problems which prevent them from benefiting fully from medical care avail- 
able; helping patients and their families to remedy conditions contributing 
to illness such as housing, family attitudes, working conditions, etc.; making 
available community services to the patients and their families; serving as a 
consultant to the administration of the hospital or clinic in the formulation 
of policies affecting the social well-being of the patient; and, finally, assisting 
patients to readjust themselves after medical treatment or because of 
permanent disability.® 

Social workers may receive their formal education in Canada at seven 
universities located in British Columbia, Manitoba, Ontario, Quebec and 
in one other institution, the Maritime School of Social Work. Entrance 
requirement into a school of social work is a B.A. degree; an additional 
year of training leads to the Certificate in Social Work; and two years 
of training leads to the degree of Master of Social Work. 

Membership in the Canadian Association of Social Workers requires 
graduation from a school of social work approved by the association. 


1 Estimate made by the Medical Rehabilitation and Disability Advisory Service, Depart- 
ment of National Health and Welfare. 

2 See Recommendation 208, p. 70. 

8 The Canadian Association of Social Workers, brief submitted to the Royal Commis- 
sion on Health Services, Toronto, May 28, 1962, pp. 1 and 2. 
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While in-service courses are given by some provincial governments and 
private agencies, they do not qualify individuals for membership. 

There has been a significant rise in the number of social workers 
employed in hospitals. In 1953 some 325 were employed in hospitals 
(excluding federal for which no data are available) and 595 in 1961, 
or an increase of 270 or 83 per cent. Consequently, the ratio of patient- 
days per social worker has improved from 145,900 to 103,600 between 
the two years. In public general and allied special hospitals the number of 
social workers rose from 197 in 1953 to 291 in 1961, or a rise of 48 per 
cent, while in mental hospitals the corresponding numbers were 78 and 234, 
or a rise of 200 per cent. There was, however, a more rapid rise in the number 
of professionally qualified social workers employed in public hospitals in 
this same period, from 128 to 227 or by 77 per cent. The fully qualified 
social workers accounted for 78 per cent of the total number employed in 
public hospitals in 1961 as compared with 65 per cent in 1953. Out of the 
total of 291 social workers in public hospitals in 1961 about one-sixth were 
working on a part-time basis. 


As needs for personnel in this field vary between hospitals depend- 
ing on the type of hospital, its location, and the proportion of in-patient 
to out-patient services, it is difficult to establish a standard by which the 
adequacy of our supply of medical social workers may be determined. It is 
evident, however, that shortages of these personnel exist. In 1961 there were 
51 full-time vacancies or 14 per cent of positions established for social 
workers unfilled in public, federal and private hospitals. With the Commis- 
sion’s recommendations to establish home care and to treat more mental 
patients in general hospitals and in the community,! there will be a still greater 
need for medical social workers both to help discharged patients and to assist 
their families. Methods must therefore be devised of overcoming existing 
and future shortages of these personnel. 

The expansion in the training of a less qualified type of social worker 
who would work under the supervision of a professionally qualified worker 
would contribute to a reduction in existing shortages of qualified person- 
nel.2 Measures which would increase the number of university graduates in 
social work, e.g., bursaries and loans, would assist materially in expanding 
the supply of qualified social workers in the health field. 

Finally there is the problem of the provision of these services in small 
hospitals. In 1961 none of the 604 reporting hospitals of size 1-99 beds 
employed a medical social worker. While it may not be feasible for small 
hospitals to employ a full-time medical social worker, some system must be 


es See Volume I, Chapter 2, Recommendations 9, 18 to 20, and 116 to 123, pp. 24, 26, 
and 62. 


* Manitoba Hospital Survey Board, op. cit., p. 162. 


SELECTED PROFESSIONAL, TECHNICAL AND OTHER HEALTH PERSONNEL 65 


devised to ensure that the services of a qualified social worker are available 
to patients of these hospitals. One such arrangement is for these hospitals 
to employ social workers on a part-time basis. Alternatively, this service 
could be organized regionally with the social workers being attached to a 
county health unit or regional welfare office. 


Future Requirements and Supply of 
Selected Paramedical Personnel 


Thus far we have discussed the functions and education of selected 
paramedical groups and evaluated their present supply. Where serious defi- 
ciencies exist we have indicated how they could be overcome. It remains 
for us finally to estimate our future requirements of paramedical personnel 
and to determine to what extent existing training facilities will be adequate 
to supply the additional personnel that we must have if our future needs are 
to be met. 


HOSPITAL REQUIREMENTS 


The purpose of this section is to determine requirements for full-time 
professional and technical staff employed in hospitals with the use of a 
measurable factor, such as the patient-days per person of each paramedical 
group, and to estimate the expected supply of such personnel until 1971. 
No precise estimates are possible because of many uncertainties connected 
with the changing role of paramedical personnel in the provision of health 
services and the changing pattern of organization of health services, par- 
ticularly in hospitals. For example, future demand for auxiliary health 
personnel will depend, apart from the influence of increased population, on 
the extent to which hospital facilities and treatments are increased, and on 
the degree of growth in out-patient and home-care services which require 
the services of physiotherapists, occupational therapists and medical social 
workers. 

A minimum estimate of requirements for the various paramedical 
groups employed in hospitals was made on the basis of the actual 1961 ratio 
of patient-days to person employed in each group and the projected aggregate 
volume of patient-days for 1966 and 1971.1 A higher estimate of future 
requirements was based on the assumption of the improved staff-patient-days 
ratio, i.e., the patient-days per full-time position established in each para- 
medical group as of 1961. Because of the expected increase in hospital- 
associated out-patient and home-care services and the increased use of 
medical records in maintaining high quality health care, we allow in our 


1 Madden, J.J., Economics of Health, a study prepared for the Royal Commission on 
Health Services, Ottawa: Queen’s Printer (in press). 
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estimated requirements for an additional 500 persons in general hospitals by 
1971 for each of the following paramedical groups: physiotherapists, occupa- 
tional therapists, medical social workers and medical record librarians. The 
expected supply of these auxiliary health occupations was calculated only 
in terms of professionally qualified persons on the assumption that non- 
professional personnel would be gradually replaced by fully qualified people. 
All figures relate to full-time professional and technical staff. This was deter- 
mined by converting part-time to full-time workers on the basis that two 
part-time workers equal one full-time worker. 

Table 3-5 shows the projected requirements and supply of selected 
full-time professional and technical staff employed in hospitals by 1966 
and 1971. 

It is evident from Table 3-5 that unless training of these cate- 
gories of health personnel is accelerated some shortages in fully qualified 
persons will appear in most of the occupations studied here, particularly 
medical record librarians, physiotherapists, occupational therapists and 
medical social workers. The implication is that with the present rate of 
supply of qualified personnel the hospitals may have to rely on the services of 
less qualified personnel. 


TOTAL REQUIREMENTS FOR SELECTED PARAMEDICAL GROUPS 


For some paramedical personnel there will be not only a shortage 
in hospitals but also a shortage outside of hospitals. With the expansion 
of home care and rehabilitation programmes there will be an increased 
need for physiotherapists, occupational therapists, and speech and audio- 
logical therapists. It is not possible to estimate separately the out-of-hospital 
requirements for these occupations. However, it is possible to establish 
approximately total requirements, both in and out of hospitals, by using a 
population-practitioner ratio. 

The Canadian Medical Association has suggested that the desirable 
population-personnel ratio would be 10,000 for physiotherapists, 15,000 
for occupational therapists, and 25,000 for speech and audiological thera- 
pists.1 Applying these ratios to the 1961 population indicates on over-all 
shortage of 650 physiotherapists in that year. On the basis of our population 
estimates (assuming net migration of 50,000 annually) and the projected 
supply of personnel, this shortage should decline to 250 by 1966 and dis- 
appear by 1971. With respect to occupational therapists, the shortage was 
668 in 1961 and likely would gradually increase to 682 and 768 in 1966 
and 1971 respectively. The shortage of speech and audiological therapists 


*The Canadian Medical Association, brief submitted to the Royal Commission on 
Health Services, Toronto, May 1962, pp. 65 and 66. 
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amounted to 630 in 1961 but is projected to decline to 562 in 1966 and 
529 in 1971. 

It is evident that if the needs of Canadians are to be met in these 
areas, the supply of paramedical personnel must continue to grow and 
a special effort must be made to increase the number of occupational thera- 
pists and speech and audiological therapists. 


Conclusion 


For every physician today there are many other members of the 
health team. The growth in these paramedical personnel is due, in part, to 
their support of the physician in the increasingly complex field of health care, 
and in part, to the shortage of physicians and nurses in the face of a rising 
demand for health services. As we have noted, the responsibility for develop- 
ing training programmes for the paramedical personnel has been undertaken 
to a large extent by hospitals, universities, national professional and accredit- 
ing associations and specialized institutions. 

These occupations are predominantly female and suffer from rapid 
turnover with a resulting heavy expenditure for training purposes in order to 
maintain an adequate supply. The evidence at our disposal indicates that if 
these occupations could attract a larger number of males this high turnover 
rate could be decreased with a consequent saving in training expenditures. 
We believe that this situation can be improved if financial assistance is given 
to students in training and salaries are revised to attract men into these 
occupations. 

Since 1948 the Professional Training Grant, other health grants 
and later the hospital insurance programmes as well as the Technical and 
Vocational Training Programme, have provided funds for the training of 
personnel in these fields, and there is no doubt that these grants have helped 
to train a significant number. Despite these financial incentives there is still 
a substantial proportion without the required standard of training. We think 
the time has come for a major effort to fill the gaps in the supply of these 
personnel so that the health team can provide the paramedical health care 
services of the highest quality. 


The Commission recommends: 


204. That there be established in each province a Paramedical Education 
Planning Committee, advisory to the provincial Health Planning 
Councils, to plan and direct the orderly development of the education 
and training of paramedical personnel. The Committee should be 
representative of the various provincial paramedical associations, 
university(ies), the Health Services Commission and the Department 


70 


205. 


206. 


207. 


208. 


209. 


210. 
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of Education, and advise the Health Planning Council of those para- 
medical fields in which shortages of personnel exist, training facilities 
needing expansion, training programmes and other matters concerned 
with the supply of and demand for paramedical personnel. 

That, to encourage suitable personnel to enter and remain in these 
occupations, salaries commensurate with their training and respon- 
sibilities and similar to those in comparable fields be paid by federal 
and provincial agencies and by hospitals. 

That financial assistance under the Hospital Insurance and Diagnostic 
Services Act, and under the Technical and Vocational Training 
Assistance Act be expanded immediately to support any qualified 
applicants enrolling in courses of training prescribed for those para- 
medical fields in which shortages exist. On the national level we 
foresee shortages particularly in the following occupations: medical 
record librarians, physiotherapists, occupational therapists, speech 
therapists and audiological therapists, and medical social workers. 
That financial assistance be provided to set up Departments of Re- 
habilitation in the medical schools at ’Université de Sherbrooke and 
at the University of Ottawa and such other universities as may be 
able to provide adequate training for paramedical personnel in this 
field. 

That training facilities for speech therapy and audiological therapy 
be established in association with the medical schools of Dalhousie 
University, University of British Columbia within its Health Sciences 
Centre, and with one of the medical schools located in the Prairie 
Provinces. 

That training facilities for physiotherapy and occupational therapy 
be provided in association with those medical schools which do not 
already possess such facilities. 

That, in order to provide a continuous and uninterrupted supply of 
qualified paramedical personnel, more efforts be made to attract 
men into certain health occupations by ensuring working conditions, 
and especially salaries, competitive with other comparable occupations. 


OTHER HEALTH PERSONNEL 


Optometrists 


In Volume I of our Report we referred to the functions and the 


numbers of optometrists. In Canada there are two schools for optometrists, 
namely the College of Optometry of Ontario in Toronto and l'Ecole d’Optomé- 
trie, Université de Montréal. Over the years 1940 to 1961 inclusive there 
were 911 graduates in optometry from these schools. On the average, there 
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were about 30 graduates per year except during each of three years 1948 
to 1950 when this number rose to about 100 due to the inflow of many 
veteran students. Some Canadian optometrists obtained their training in the 
United States schools. 

The professional training programme for optometrists extends over 
a period of four academic years. At the present time in order to practise 
as an optometrist in Canada, an applicant must be a graduate of an accredited 
institute and meet the examination requirements of the Provincial Board of 
Examiners in Optometry. Each province has its own provincial Optometrical 
Association or Society which issues licences. 

During the last three decades the number of optometrists has not 
kept pace with the growing Canadian population; consequently the popula- 
tion-optometrist ratio progressively deteriorated. In 1931, the number of 
optometrists was 1,240 giving a ratio of 8,286 while in 1941 the number 
was 1,321 and the corresponding ratio was 8,626. Between 1951 and 
1961, the number of optometrists increased slightly from 1,348 to 1,429 
but the ratio became less favourable being 10,374 in 1951 and 12,737 
in 1961.1 On the other hand, a higher degree of urbanization of our popula- 
tion in recent years makes possible better utilization of the services of 
optometrists located in urban centres. 

Provincial population-optometrist ratios and estimated additional re- 
quirements for optometrists in 1961 are shown in Table 3-6. This measure 
of the adequacy of supply—like all population-personnel ratios—is subject 
to limitation but there is little evidence to suggest that there is any pressing 
shortage at present and it is likely that many optometrists could see more 
people if such people presented themselves for examination. 

In view of the recommendations that we have made concerning 
optical services rendered by optometrists it is even more difficult to project 
the supply and demand for these personnel over the next decade. Table 3-7 
indicates the number of optometrists that would be needed to match the 
growth of population on the basis of the ratio that existed in 1961. Over the 
decade the number required rises from 1,429 to 1,774. To match this growth, 
and to offset the attrition of personnel due to retirement, death and emigra- 
tion, there would be the graduates of two schools of optometry which could be 
expected with present facilities to produce an average of 40 graduates a year 
over the period 1961-1966 and perhaps 50 graduates a year over the period 
1967-1971. Other graduates could become available from American schools of 
optometry but compared with the number required to meet the 1961 
population-optometrist ratio there would be a deficit of 165 in 1966 and 288 


1Data on number of optometrists were obtained from the provincial Optometrical 
Associations. The above figures exclude Yukon and Northwest Territories and the 1931 and 
1941 figures exclude also Newfoundland and Prince Edward Island. 
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TABLE 3-6 POPULATION-OPTOMETRIST RATIOS AND ESTIMATED 
REQUIREMENTS FOR OPTOMETRISTS, CANADA 
AND PROVINCES, 1961 


Required Number 
Number Popula- of Optometrists 
of tion- —_— 
Province Optom- Optom- (1) (2) Deficit or Surplus 
etrists etrist- at at 
Ratio National | Improved 

Ratio Ratio 

T2573 h 11,9877 (1) (2) 
Wewtoundland 3.724 ints ote 6 76,309 36 38 — 30 — 32 
Prince Edward Island.................. 5 20,926 8 9 — 3 — 4 
Nova ScOta cake eee eee 38 19,395 58 61 — 20 — 23 
INGW BrulisWickK ecc-.car- ses 44 13,589 47 50 — 3 — 6 
CCD EC hae ences ng 420 123522 413 439 + 7 —19 
Ontario eee te ee 533 11,700 490 520 +43 +13 
ManiiG Dax ee esac werner 60 15,361 Des Ci —12 —17 
SASK ALCHO WI ei ed ete 70 132? 73 cai — 3 — 7 
AVDGr ia. etree eat eee rae 112 11,892 104 111 + 8 + 1 
Brosh. Columbiat....0.o.c.ceer 141 11,554 128 136 +13 + 5 
AANA CA Se [25 du ic Sod ain eae oes 1,429 3737 1,429 L318 0 — 89 


*Excludes Yukon and Northwest Territories. 


+This ratio is the weighted average ratio of Quebec, Ontario, Alberta and British Columbia 
in 1961, whose ratios were better than the national ratio. 


in 1971. This estimate does not take into account the increase in the supply 
over this period of ophthalmologists who perform refractions. To the extent 
that ophthalmologists rather than optometrists perform refractions, this would 
reduce the demand for the latter’s services. 


TABLE 3-7 PROJECTED REQUIREMENTS AND SUPPLY OF OPTOMETRISTS, 
1966 AND 1971* 


Number of 
Year Optometrists Expected Deficit in 
Required at 1961 Supply Supply 


Ratio: 12.757 


TI Teste iret cevtics a stk omen eee reas 1,429 1,429 — 
|B eres eens TN een Sate fn Se Ore 1,594 1,429 — 165 
Ae 2 ie eg Seer Ce mee nee Ee 1,774 1,486 — 288 


*Projected population assuming 50,000 net immigration per annum. 


The impact of the Optical Services Programme that we recommended 
in Volume I on the demand for optometrists will of course depend primarily on 
the extent to which existing and future graduates in optometry meet the educa- 
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tional standards we have indicated.1 The whole question of supply is there- 
fore involved with the facilities needed to provide this education. To the extent 
that some educational facilities are made available in existing medical schools 
or in new medical schools, it may be possible to expand the supply of quali- 
fied optometrists without building additional facilities in optometric colleges. 

In short, given the evidence at our disposal at this time, we cannot 
recommend expansion of existing means for training optometrists. Instead, 
we suggest that provincial health planning councils review the resources 
available to achieve the objectives we recommend in this area. At the same 
time they could examine the need for expansion of schools of optometry. 
Schools of optometry must be affiliated with the medical school at a university 
or become an integral part of the health education facilities in a university. 


1 See Volume I, pp. 45-50. The principal comments relating to optometry are as follows: 

(1) The shortage of ophthalmologists and the long period of their training makes any 
proposal for restricting all prepaid eye care in the Health Services Programme to that 
profession wholly unrealistic. Optometrists must be used and their qualifications 
upgraded. 

(2) Since we believe that the schools of optometry do not provide adequate training in 
recognition of pathological eye conditions, there are two solutions: 

(a) the need for provision in the present curriculum for increased training in anat- 
omy, physiology, pathology, and in the use of cycloplegics. This instruction 
should be provided by qualified instructors in the medical school faculties. This 
will solve the problem, however, only for those optometrists graduating after the 
implementation of our recommendation for upgrading, say, 1968. 

(b) the need for provision of courses in anatomy, physiology, pathology, and in the 
use of cycloplegics for optometrists now in practice through programmes of 
continuing education in the medical schools or in the Schools of Optometry 
provided by qualified instructors from medical school faculties. Co-operation 
from the medical profession to provide this instruction is essential and no 
refusal by the medical profession, or the medical school faculties, to assist in 
upgrading the optometrist can be tolerated. The objective should be a properly 
qualified optometrical profession practising their profession as such, and not 
relying on the sale of frames and other merchandise as their principal source 
of income. 

(3) There is a strong case, we believe, for optometrists to be employed, as they are now 
employed in the Canadian Forces Medical Service, under the general direction of 
ophthalmologists in “eye clinics” or group practice clinics. This arrangement of 
practice would remove our concern about the completeness of the diagnostic examina- 
tion and seems to us to represent a most effective co-ordination of skills. 


The Commission recommends: 


85. That refractions be provided by ophthalmologists, other qualified physicians, and by 
optometrists who graduate in or after 1968, and by optometrists who by the year 
1967 have taken the recommended additional training in anatomy, physiology, path- 
ogy, and in the use of cycloplegics. 

86. That the schools of optometry be affiliated with the universities in the cities in which 
they are located, and the respective Medical School Departments should assume 
responsibility for the courses in anatomy, physiology, and pathology, and in the use 
of cycloplegics. Special courses should be provided in these subjects for optometrists 
now in practice, so that all who wish to do so may qualify to participate in the 
programme. The tuition fees, travelling and living expenses incurred by optometrists 
in taking such courses should be regarded as deductible expenses for income tax 
purposes. 

91. That in order to augment our scarce resources in the field of vision care, consideration 
be given by both ophthalmologists and optometrists to uniting their special skills and 
their efforts in various forms of group practice. 
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Opticians 


The optician’s function of providing glasses and lenses is similar to 
that of the pharmacist in regard to prescribed drugs. The optician, or ophthal- 
mic dispenser, has been described as “an auxiliary to medicine, who supplies 
and fits lenses, spectacles, eye glasses, artificial eyes, contact lenses or 
appurtenances thereto for the aid or correction of visual or ocular anomalies 
of the eyes, on the prescription of an ophthalmologist”.t A prescription for 
glasses may also originate from an optometrist following a refraction. We 
have outlined in Volume I the respective roles of the ophthalmologist, the 
optometrist, and the dispensing optician.” 


Like many other health professions and occupations, the qualifications 
for opticians are changing from apprenticeship to formal training ending in 
examinations and licensing.? Three provinces now have legislation providing 
for the licensing of opticians.* In several other provinces legislation is under 
consideration. 


Reliable figures on the number of opticians are difficult to obtain, 
partly because of the differing standards in the provinces and partly because 
of the absence of compulsory registration.© Furthermore, the training 
of opticians has in the past not always been clearly distinct from that of the 
optometrists, and some qualified optometrists prefer to practise as opticians. 
The Canadian Guild of Dispensing Opticians, the national organization, is a 
voluntary association rather than a registering body. Though there may be 
several qualified opticians working in a firm or establishment, only one is 
registered while the others may join as associate members if voted in by 
other members.* The Guild has no licensing function. Opticians practise their 
calling either as individuals, in groups, or as employees of commercial sup- 
pliers of optical equipment. In the absence of the necessary data, no assess- 
ment of the manpower situation in this field is possible. 


It is certain, however, that modern knowledge and techniques in the 
provision of vision aids require that the optician meet certain standards of 
proficiency in his field, and that licensing legislation determining such 
standards should be implemented in all provinces. 


1The Association of Dispensing Opticians of Ontario, brief submitted to the Medical 
Services Insurance Enquiry, p. 3. 

See Volume I, Chapter 2, p. 46. 

* A school exists in Quebec and a correspondence course is available in Ontario with 
examinations to be written before a licensing board. 

*Manitoba, Ontario and Quebec. 

5It is estimated that there are between 700 and 800 dispensing opticians in Canada; 


of these, 652 are licensed in the three provinces mentioned (communication received from 
the Canadian Guild of Dispensing Opticians). 


* Ibid. 
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The Commission recommends: 


211. That legislation regarding the qualification and licensing of dispensing 
opticians be enacted in all provinces and territories. 


CONTACT LENSES 


The present practices in the provision of contact lenses are a matter 
of concern to this Commission. We have emphasized in Volume I of our 
Report the need for more adequate training than has generally been obtained 
in the past in order to fully qualify optometrists to undertake eye examina- 
tions for refractions and the provision of glasses. Contact lenses, however, 
because of their immediate contact with the delicate anatomy of the eye, 
call for great care, and we have come to the conclusion that only the trained 
medical specialist in the field, i.e., the ophthalmologist, is qualified to determine 
not only the specifications of the lens but also whether, in the individual case, 
such lens can be worn without risk to the eye. 


The Commission recommends: 


212. That legislation be enacted restricting the sale of contact lenses by 
anyone, except on prescription by an ophthalmologist. 


Podiatrists 


Podiatry is concerned with the treatment of muscular-skeletal and 
some cutaneous foot ailments which are increasingly evident in older patients. 

In Canada podiatric services are largely provided by private practi- 
tioners in offices but they are also supplied in foot clinics in some hospitals 
and, in a few instances, in industrial clinics. 

The practice of podiatry throughout Canada is generally regulated by 
provincial legislation, which requires a candidate to pass a licensing examina- 
tion set by the Board of Examiners in Podiatry. Only graduates of an 
accredited college of podiatry are eligible to write the licensing examination. 

Training programmes at these colleges are of four years’ duration 
and prerequisites for admission include the prior completion of one or two 
years premedical studies. At present there is no podiatry college in Canada 
and all Canadian podiatrists obtain their formal training in the United States 
schools. 

In 1961, there were approximately 140 podiatrists practising in 
Canada, giving a ratio of 132,000 persons per podiatrist. Corresponding 
ratios for the United States and United Kingdom were 23,000 and 33,000 
respectively. We have recommended? that podiatric services be included 
under the medical services benefits, when prescribed by a physician. 

1The Canadian Podiatry Association, brief submitted to the Royal Commission on 


Health Services, Toronto, May 1, 1962, p. 3. 
2 See Volume I, Chapter 2, Recommendation 30(m), p. 33. 
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DRUGLESS PRACTITIONERS 
Chiropractors’ 


Chiropractic has been defined before the Commission as: 


“The science of chiropractic deals with the relationship between 
the articulations of the human body, especially the vertebral column, and 
the nervous system and the role of these relationships in the restoration 
and maintenance of health. 

“The philosophy of chiropratic is based upon the premise that 
disease or abnormal function is frequently caused by interference with 
nerve transmission and expression, due to deviation from their normal 
position, of the bony segments of the body, especially the vertebral 
column. 

“The practice of chiropractic consists of the location and correction 
of misalignments causing any interference with normal nerve transmission 
and expression, for the restoration and maintenance of health, without the 
use of drugs or surgery.” 


In all provinces except Newfoundland, Prince Edward Island, Nova 
Scotia and Quebec the profession of chiropractors is governed by provincial 
legislation.? In the provinces with such legislation only chiropractors registered 
under it are allowed to practise their profession. To qualify for registration the 
chiropractor must pass a special examination* and be a graduate from an 
accredited chiropractic college. 

All provinces with chiropractic legislation allow injured workmen 
to select a chiropractor under the Workmen’s Compensation Act. An Alberta 
Order in Council authorizes payment for chiropractic services under the 
Treatment Services Act, and in Manitoba these services are covered under 


the Social Allowances Act.° 
All the provincial acts make it illegal for chiropractors to prescribe 


or administer drugs, to use or prescribe the use of an anaesthetic, to practise 
surgery or mid-wifery, to practise medicine, and, in some provinces, the 
chiropractors may not treat communicable diseases. However, some provincial 


1¥n questionnaires distributed to chiropractors, naturopaths and osteopaths which 
were returned to the Royal Commission on Health Services, some chiropractors referred to 
themselves as either chiropractor or chiropractor-naturopath. In fact, some practitioners 
maintain membership in both the Canadian Chiropractic Association and the Canadian 
Naturopathic Association. It is, therefore, impossible in many cases to separate statistically 
the two groups. 

2The Canadian Chiropractic Association, brief submitted to the Royal Commission 
on Health Services, Toronto, May 1962; The Journal of the Canadian Chiropractic Association, 
Volume VI, No. 3, August 1962, p. 6. 

’Drugless Practitioners Act in Ontario and Chiropractic Act in British Columbia, 
Alberta, Saskatchewan, Manitoba and New Brunswick. 

4In most provinces chiropractic boards are solely responsible for conducting the 
examination except in Saskatchewan where the University of Saskatchewan is responsible 
for setting the basic sciences part of the examination and where medical faculty and officers 
of the chiropractic profession sit on the board of examiners chaired by the dean of medicine. 

5 Mills, D., Chiropractors, Osteopaths and Naturopaths in Canada, a study prepared 
for the Royal Commission on Health Services, Chapter 1, Ottawa: Queen’s Printer (in press). 
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acts permit X-ray privileges. Canadian hospitals rarely allow chiropractors 
the use of hospital facilities for either diagnosis or treatment of their 
patients. 

The Canadian Memorial Chiropractic College in Toronto is the only 
institution offering a training programme in chiropractic in Canada. Formal 
educational requirements for admission to this college are the Ontario Grade 
13 certificate, or its equivalent, and the training course is of four years 
duration. Between 1949 and 1961 inclusive there were 669 graduates from 
that school. However, during the same period 605 Canadians graduated from 
accredited colleges of chiropractic in the United States.’ 

There has been an increase in the number of chiropractors in Canada. 
In 1943 there were 668 active chiropractors, in 1951 about 740, and in 
1961 their number rose to 1,073, of which 450 were in Ontario, 240 in 
Quebec, 148 in British Columbia and 121 in Alberta, but only 36 in the 
Atlantic Provinces.? In 1964 there were approximately 400 active in Quebec. 

In 1950-51 about 128,000 or 1.0 per cent of the Canadian population 
reported obtaining services from chiropractors as compared with 5,851,000 
or 43,2 per cent obtaining services from medical practitioners.* 

In a survey of chiropractors undertaken by the Commission 45 per 
cent indicated that they consider themselves to be specialists although there 
is no body empowered to grant specialist status. Of this group the largest 
proportion claimed to be musculo-skeletal specialists. Among the other 
specialties mentioned were neurological, manipulative therapy, gastro- 
intestinal disorders, cardiovascular conditions, general organic work, improved 
radionics and colonic therapy.° 

In the same survey chiropractors were asked to list the major items 
of diagnostic equipment used. Seventy-six per cent answered that they 
possessed radiological equipment. Of chiropractors who use X-ray in diag- 
nosis, 7 per cent said that they X-rayed all patients, 33 per cent X-rayed 
two-thirds or more of their patients, and a further 10 per cent said that they 
X-rayed about one-half of their patients.© This Commission is aware that 
with adequate safeguards and proper use, radiography is an invaluable 
diagnostic procedure, but over-use or its use by those without the proper 
qualifications can be a danger to the health of both patient and practitioner. 
In addition, the interpretation of X-ray films by those without the proper 
qualifications is useless as well as dangerous. 


1 Transcript of evidence, Hearings, May 17, 1962, Vol. 55, pp. 10492-10496; and The 
Canadian Chiropractic Association, op. cit., p. 73. 

"Ibid; Das: 

8 The Canadian Chiropractic Association, op. cit., p. 10. 

Department of National Health and Welfare and Dominion Bureau of Statistics, 
Illness and Health Care in Canada, Canadian Sickness Survey, 1950-51, Ottawa: Queen’s 
Printer, 1960, Table 113, p. 193, and Table 57, p. 156. Data for later years are not available. 

5 Mills, D., op. cit., Chapter 5. 

® Tbid. 
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Chiropractors also use therapeutic equipment, as distinguished from 
the diagnostic equipment mentioned above. The major items in this category 
are as follows: physical structure corrective, electrical thermal, electrical 
multi-functional, mechanical, hydrotherapeutic, and inhalation therapy.’ 

The Faculty of Medicine of McGill University in its presentation 
before the Royal Commission on Chiropractic in the Province of Quebec 
stated that “the theory which underlies chiropractic is false, and no con- 
sistently successful practice can be expected to result from false theory”’.? 

The Canadian Medical Association also asserted that it will support 
any programme of medical services insurance which adheres among other 
principles to the following: “that all persons rendering services are legally 
qualified physicians and surgeons”. Another medical organization referring 
to practitioners licensed under the Drugless Practitioners Act suggested that 
“such groups lack appreciation of their own limitations and tend to apply 
their concepts beyond their knowledge and abilities, and under such circum- 
stances constitute a distinct threat to life and limb’.* 

Against these criticisms the chiropractors say that after the Second 
World War the Department of Veterans Affairs sponsored chiropractic train- 
ing in the Canadian Memorial Chiropractic College and the Workmen’s Com- 
pensation Boards in most provinces recognize chiropractic on an equal 
basis with medicine.® The national organization of the chiropractors claims 
that “the members of the chiropractic profession make a special and necessary 
contribution to the health needs of Canadians” and that “Chiropractic has 
earned and deserves full recognition as a major member of the family of 
health methods on an equal basis with other recognized branches of the 
healing arts’”’.® 

It is obvious that there is a great gulf between the positions taken 
by the medical profession and chiropractors. The medical profession main- 
tains that there is no scientific basis for the claims made by chiropractors 
or that chiropractic is a science and states further than chiropractic has 
no therapeutic value other than in the field of physiotherapy. Chiroprac- 
tors, on the other hand, claim that theirs is a science.’ This divergence of 
opinion can readily be seen as a fundamental scientific one beyond the com- 
petence of this Commission to resolve. 


1 Ibid. 

2 The Canadian Medical Association Journal, September 7, 1963, Volume 89, p. 2. 

8The Canadian Medical Association, Preliminary Statement, September 27, 1961, 
Transcript, Volume 1, p. 106. 

i The College of Physicians and Surgeons of Ontario, brief submitted to the Royal 
Commission on Health Services, May 1962, p. 4. 

_° Evidence of Mr. J. S. Burton, the General Counsel for the Canadian Chiropractic 

Association, September 28, 1961, Transcript, Volume 2, p. 191. 

° The Canadian Chiropractic Association, op. cit., p. 3. 

* See their statement on p. 76. 
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The controversy has been going on for upwards of half a century and 
is one that ought to be faced and resolved in the public interest. We con- 
sidered recommending to His Excellency, The Governor General in Council, 
that an independent scientific study be undertaken to resolve the issue. How- 
ever, we now know that such a study is currently being done by Mr. Justice 
Lacroix of the Superior Court of Quebec who was named as a Royal Com- 
missioner by the Government of Quebec “pour faire enquéte sur la chiro- 
praxie et la profession d’ostéopathe dans le Québec”. We have consulted with 
Mr. Justice Lacroix and are convinced that the investigation being made by 
him is an impartial and thorough one. Justice Lacroix’s inquiry is still proceed- 
ing. His findings and recommendations will be formulated only after this 
volume has been completed. 

We believe that the report and findings of Mr. Justice Lacroix will be 
definitive and have application not only to the situation in Quebec but 
throughout the rest of Canada. Pending the report and findings of Mr. Justice 
Lacroix, we recommended in Volume I! that the medical services benefit 
should include chiropractic treatment when prescribed by a physician. We 
do not wish to make any recommendation to include chiropractic treatment 
as a health service under our programme beyond this until the Quebec Report 
is available. 

If the study now being done by Mr. Justice Lacroix concludes that the 
position taken by the medical profession is the correct one, then all Canadians 
should be made aware of it. On the other hand, if the claims of chiropractors 
are found to be valid, they then should be incorporated into and integrated 
with the teaching of the health sciences in universities. No good can come 
from warring factions being competitors in the health care field. It is, in our 
view, fundamental to good health care, that all who labour legitimately in 
the field should do so in harmonious co-operation. 


Naturopaths 


Naturopathy has been defined as “a system of therapy that treats 
human injuries, ailments or diseases by methods of nature, including any 
agency of nature, and employs as auxiliaries for such purpose the use of 


electro-therapy, hydrotherapy, body manipulation and dietetics”.? 


All provinces in Canada, excluding Quebec and the Atlantic Provinces 
have passed licensing legislation with respect to the practice of naturopathy, 
which is restricted to recipients of diplomas from accredited schools of 
naturopathy who successfully complete the licensing examination set by the 
provincial examining board. There is no accredited school for the training of 
naturopaths in Canada. In general, the scope of practice of naturopathy is 


1§ee Volume I, Chapter 2, Recommendation 30(m), p. 33. _ 
2.4n Act to amend Naturopathy Act, 1955, Chapter 50, Section 2, Province of Alberta. 
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subject to legislative restrictions similar to that regulating chiropractic men- 
tioned above. 

It has been estimated that in 1962 there were about 140 active naturo- 
paths in Canada.1 Their number is not growing and they are not scientifically 
oriented to the extent that they should be included as providers of services to 
be paid for under the comprehensive health services recommended. 


Osteopaths 


Osteopathy is defined as the art and science of diagnosis and treatment 
of diseases and injuries that emphasizes manipulative procedures and em- 
ploys medical appliances including radiographs in diagnosis and treatment. 

In Canada osteopaths are without hospital privileges and consequently 
most osteopathic treatments are provided in offices and in the home. 

In all provinces excluding Quebec, Prince Edward Island and New- 
foundland, legislation governs the practice of osteopathy and only Manitoba 
and Saskatchewan have specific osteopathic acts, while in Ontario it comes 
under the Drugless Practitioners Act and in the other provinces it is controlled 
by medical acts. In the provinces with legislation, practice is restricted to 
graduates from an accredited osteopathy college who pass the licensing exami- 
nation. In Nova Scotia, however, graduation from an accredited medical school 
is required. Since there is no school in Canada for the training of osteopaths, 
Canadians obtain their education in the United States and, in general, they 
tend to remain there because osteopathy enjoys a higher status and, in many 
states, hospital privileges. 

Osteopathy is a declining profession in Canada. In the 1930’s there 
were about 200 active osteopaths but in 1962 only 105 were actually prac- 
tising. Moreover, about four-fifths of them were over 50 years old. 

The trend in the United States is to incorporate into the regular 
practice of medicine, osteopathic physicians who conform to the standard 
practice of medicine. There has not been a comparable development in 
Canada. We see no need for the establishment of a separate College of 
Osteopathy in Canada. It is our view that all health sciences should be under 
the aegis of universities. 


SPECIAL PROBLEMS 


The Commission has, following its Terms of Reference, reviewed the 
whole field of health services, present and future, in Canada. Because of the 
vastness of the task, however, it has not been able in its Report to offer a 


* This number refers to naturopaths only and does not include naturopaths who are 
also chiropractors. See Mills, D., op. cit., Chapter 2. 
2 Mills, D., ibid. 
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solution for every problem and we are well aware that a number of subjects 
received either no attention at all or are insufficiently covered though they 
may be of importance to those engaged in the provision of those health 
services. Many problems were clearly beyond our competence and resources; 
in regard to others it was simply a matter of having to be selective but we 
hope we have covered at least the main areas. 

Aware of the inevitable gaps in our Report and also convinced that 
the rapid scientific development in the health field will continue to create new 
problems and changing situations, we have recommended the mechanism to 
continue the work begun by this Commission. This, we envisage, will be done 
by the Health Sciences Research Council in conjunction with the co-operative 
health services organization we recommend. 

There are two items, however, generally related to health practice, 
on which we want to comment as a result of our observations. They concern 
the use of professional titles in the health field, and the possible radiation 
hazards from radiography. We have singled out these two matters, the first 
because the conclusions seemed obvious to us, and the second because of the 
possible risks involved in further delaying the general application of protective 
measures. 


Professional Titles 


A source of confusion to the public is the indiscriminate use of the 
“Doctor” title. The entitlement to its use follows from the granting of an 
advanced university degree. The right to confer this advanced degree is 
restricted, by provincial legislation, to recognized universities. These institu- 
tions award two types of doctoral degrees: (1) the earned doctorate con- 
ferred after a minimum of six years of academic and/or professional discipline; 
(2) the honorary doctorate awarded to selected citizens for outstanding 
contributions to society. 

In the health field, the use of the title “Doctor” by persons without a 
doctor’s degree from a recognized medical or dental school not only misleads 
the public but debases the worth of the degree earned by rigorous education 
in the universities. This situation should be corrected by restricting the use 
of the doctoral title in the health field only to those to whom it has been 
awarded by recognized universities. 


The Commission recommends: 


213. That legislation be enacted to provide that no practitioner of any 
healing art without a doctoral degree granted by a recognized univer- 
sity be permitted to designate himself as “Doctor”, or to use any letter 
following his name indicating the same, or to advertise himself as 
such. 


82 ROYAL COMMISSION ON HEALTH SERVICES 


Radiography 


Recent experience with atomic fall-out has highlighted, as never 
before, the hazards to human life and health from excessive radiation. In the 
mid-fifties, widespread apprehension in Canada and elsewhere led to intensive 
studies on the biological effects of atomic radiation. Both the Medical Re- 
search Council in the United Kingdom and the United States National 
Academy of Sciences have assessed the effects of radiation on man. The 
United Nations established, in 1956, a Scientific Committee on the Effects of 
Atomic Radiation, in whose work Canadian scientists participated. 

These studies have drawn attention to the importance of radiation 
from sources other than fall-out, namely natural radiation and medical irradia- 
tion, with the latter accounting for a substantial portion of the risks involved.* 
As a consequence the radiation effects from diagnostic X-rays have been the 
object of intensive study. In 1957, the Ontario Tuberculosis Association 
established a special committee on radiation. This committee concluded 
that the application of modern techniques can reduce the radiation from chest 
X-ray examinations to “an extremely low level” and that the benefits from 
“properly conducted” chest X-ray programmes far outweigh any possible 
slight harm associated with X-ray exposure.” Other studies also put the 
emphasis on the need for the use of proper equipment by qualified persons. 
The question, “are diagnostic X-ray examinations dangerous?” is answered 
with a flat “no” by one author who adds, however, that this is “dependent 
upon our acceptance of all the practicable precautionary measures which may 
be taken”. This statement is based on a report by the United Nations 
Scientific Committee on the Effects of Atomic Radiation.® 

Despite the potential hazards from inadequate equipment or unqual- 
ified operators, only little legislative action has been taken at the provincial 
level to ensure the control of radiation from the use of X-ray equipment. 
Table 3-8 discloses that Nova Scotia is at present the only province with 
licensing regulations covering both X-ray technicians and equipment. 

It is essential that licensing regulations applicable to the technicians as 
well as the equipment be instituted in all provinces. They should ensure 
uniformly high standards of safety throughout Canada, not only by regulating 
the initial licensing but also by providing for periodic inspection to ensure 


1 Bird, P. M., “Radiation Protection in Canada—Part I”, reprint from the Canadian 
Medical Association Journal, Volume 90, April 25, 1964, pp. 1024-1030, p. 3. 

2 “Radiation and the Tuberculosis Chest X-Ray Examinations Program’, Report of the 
Committee on Radiation, Medical Section, Ontario Tuberculosis Association, Canadian 
Medical Association Journal, Volume 79, July 15, 1958, p. 89. 

8 Lindell, B., and Dobson, R. L., Jonizing Radiation and Health, WHO Public Health 
Papers 6, Geneva, 1961, p. 32. 

4 Stapleton, J. G., “Are Diagnostic X-Ray Examinations Dangerous”, Canadian Medical 
Association Journal, Volume 79, July 15, 1958, p. 89. 

5“The Responsibilities of the Medical Profession in the Use of X-Rays and Other 
Ionizing Radiation”, British Journal of Radiology, Vol. 30, 1957, p. 282. 
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TABLE 3-8 SUMMARY OF PROVINCIAL ACTIONS AFFECTING HEALTH 
AND SAFETY IN REGARD TO X-RAYS 


Provinces with 


Provinces with Provinces with Provinces prohibiting | specific Legislation 
specific enabling detailed Regulations shoe-fitting applicable 
Legislation applicable applicable X-ray to Qualifications 

to X-rays to X-rays Fluoroscopes of Radiation 
Technicians 
Nova Scotia Nova Scotia Nova Scotia Ontario (medical) 
Quebec (registration of Manitoba Saskatchewan 
Ontario equipment and Saskatchewan (medical and 
Saskatchewan operators) Alberta industrial) 
Alberta Saskatchewan Alberta (medical 
(registration of and industrial) 
equipment: 
—approval of 
industrial 
layouts » 
—qualifications 
of operators) 


Source: Based on Bird, P. M., ‘‘Radiation Protection in Canada—Part I’’, Reprint from 
Canadian Medical Association Journal, Volume 90, April 25, 1964, pp. 1024-1030, p. 6. 


that safety standards are maintained. One important means of observing, 
indirectly, the maintenance of adequate safety measures is the film monitor- 
ing service available from the Radiation Protection Division of the Depart- 
ment of National Health and Welfare which provides a continuous radition- 
exposure record for workers exposed to radiation from X-ray equipment 
and other sources. Participation in this service is voluntary rather than 
mandatory but its fullest use is advisable and should be made part of the 
licensing procedure. 

Federal control and surveillance of radiation risks from X-ray equip- 
ment are limited to consulting and inspection services provided on request. 
The film monitoring service is one of these. In 1963, the Department of 
National Health and Welfare established an advisory committee on the devel- 
opment of X-ray safety standards. The committee has provincial as well as 
professional representation and is expected to make detailed recommenda- 
tions to serve as a basis for uniform safety standards and procedures through- 
out Canada. 

Radiation exposure also has genetic effects: here the danger is to 
the life and health of the offspring of the individual exposed. Knowledge of 
the genetic effects of radiation is still limited but scientific evidence suggests 
that any exposure no matter how small may have harmful genetic consequences 


1 Bird, P.M., “Radiation Protection in Canada—Part II’, Reprint from Canadian 
Medical Association Journal, Volume 90, May 2, 1964, pp. 1075-1080, p. 8. 
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because of the cumulative effect.1 A study of the radiation resulting from 
diagnostic X-rays? revealed that practically all the genetically significant dose 
resulted from diagnostic examinations of three body regions (pelvic, genito- 
urinary, and gastrointestinal), with about 70 per cent of the total due to 
examinations of the male pelvic region. In view of their invaluable contribu- 
tion to present diagnostic standards, the use of X-rays in diagnosis is 
essential. However, because of the probability of genetic ill-effects of radia- 
tion, diagnostic X-rays should be used only when necessary.* In view of this, 
the growing tendency among some groups of private practitioners to empha- 
size and advertise the use of X-ray equipment in order to enlarge their 
practice is injurious to the nation’s health and must be stopped. 

Apart from the radiation hazard from diagnostic radiology, there is 
the problem of the interpretation of radiographs by unqualified practitioners 
who lack the training necessary to ensure proficiency in this vital area of 
health care. That diagnostic radiologists require four years of specialty training 
after medical graduation is ample evidence of the complexity of interpreting 
radiographs. Incorrect diagnosis, due to misinterpretation of radiographs, 
may result in a therapy that is deleterious to the patient’s health. Consequently, 
the field of radiograph interpretation should be reserved for those who are 
qualified to practise it. 


The Commission recommends: 


214. That provincial legislation provide, to the extent that this is not 
already done, for the licensing of X-ray equipment, technicians, and 
operators, according to accepted uniform standards and ensuring that 
such standards are maintained after the initial licensing. 

215. That provincial legislation be enacted to restrict the advertisement 
of diagnostic X-ray facilities. 

216. That the proper scientific agencies continue the intensive study and 
observation of the consequences of radiation, including that resulting 
from diagnostic radiography. 

217. That the reading and interpretation of radiographs be undertaken 
only by recognized personnel. 


Ambulance Services 


Lack of legislation governing the services rendered by ambulance 
personnel appears to be one of the major gaps in general health services. 


+ Stapleton, -..G. op... cit = p.9 2. 

* Bird, P. M. “Radiation Protection in Canada—Part III’, Reprint from the Canadian 
Medical Association Journal, Volume 90, May 9, 1964, pp. 1114-1120, p. 19. 

5 Lougheed, Marvin N., “Present Concepts of Radiation Hazards”, Ibid., pp. 97 and 98, 
and Duggan, H. E., “Radiation Protection in Canada—Part IV”, The Canadian Medical 
Association Journal, Volume 91, October 24, 1964, p. 894, and Lindell, op. cit., p. 35. 
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There are only two provinces, Saskatchewan and Alberta, which have pro- 
vincial legislation regarding the operation of ambulance services. In Sas- 
katchewan, legislation covering ambulance services under the Public Health 
Act of 1958 requires an ambulance owner to register each December, and 
an ambulance driver or attendant to have a current senior first-aid certificate 
issued by the St. John Ambulance Association. Operators must also attend 
special one-day courses in advanced first-aid at intervals of not more than 
three years. A provincial act in Alberta requires ambulance drivers to have 
two-year St. John Ambulance certificates, and attendants three-year cer- 
tificates. The act also stipulates minimum equipment requirements. With the 
above two exceptions, provincial Highway Traffic Acts concern themselves 
solely with the right of way of emergency vehicles, use of sirens and speed 
limits. Most laws governing standards of ambulance services have been passed 
by municipal councils but there are some municipalities which have no such 
regulations. 

Ambulance services in Canada are provided by various bodies such as 
provincial governments, fire and police departments, hospitals, municipalities, 
private companies and funeral parlors. Charges per call within city limits 
ranged in 1963 from $4.00 in St. John’s to $18.00 in Vancouver and there 
are additional charges for service beyond city limits. 

Prompt first-aid is an important factor in the care of the accident 
victim or other emergency cases pending professional treatment. It has been 
stated that “the success of definite treatment and the ultimate rehabilitation 
of a seriously ill or violently injured person are largely dependent on the 
initial handling of the emergency. The patient’s fate may be contingent on the 
attention he receives at the site of the accident and during his transportation 
to a hospital”’.? Efficient ambulance service can save lives, diminish the period 
of hospitalization or the extent of permanent disability. This service becomes 
more important as accident rates continue to grow in traffic, home and 
industry. 

We recommended, therefore, in Volume I that “ambulance services 
and similar forms of transportation of patients, except as may be designated 
as part of any other health service benefit’? be included among the insured 
services of the medical services benefit. Such an arrangement would 
provide adequate financial resources for essential ambulance services. We 
conclude that, to bring order out of chaos, uniform standards of high quality 
and availability of ambulance services in Canada should be instituted through 
provincial legislation which would set minimum standards of licensing, 
staffing and equipping ambulance vehicles. 


1The Financial Post, September 28, 1963, pp. 51 and 52. ; 

?Young Jr., Carl B., Young, Carl B., and Fry, R., Transportation of the Injured, 
Springfield, Ill.; Charles C. Thomas, 1958, p. 207. 

3 See Volume I, Chapter 2, Recommendation 30(n), p. 33. 
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The Commission recommends: 


218. 


219. 


That, in order to ensure that ambulance services are of a high quality, 
legislation be enacted in all provinces and territories establishing 
standards for the training and qualifications of ambulance staff, and 
for the equipment used, and that these be subject to licensing. 

That, to ensure that such services are readily available, the provincial 
Health Planning Councils establish guide lines for the efficient organi- 
zation of ambulance services on a regional or community basis, and, 
where required, of air ambulances and other emergency transport. 


4 


Health Research 


In this age of quickening scientific advance, health-related research draws 
upon many fields of science and many disciplines within each field. Within 
this broad context, the term “health research” rather than the traditional 
expression “medical research” is more fully expressive of the aims and 
efforts of our scientists to improve the mental and physical well-being of 
Canadians in particular and of mankind in general. 


More specifically, health research may be defined as: 


*..all systematic study directed toward the development and use of 
scientific knowledge through fundamental research in the laboratory, 
clinical investigations, clinical trials, epidemiological studies, and engineer- 
ing studies in the following areas: 


1. The causes, diagnosis, treatment, control, prevention of, and re- 
habilitation relating to the physical and mental diseases and other 
killing and crippling impairments of mankind; 


2. The origin, nature, and solution of health problems not identifiable 
in terms of disease entities; 


3. Broad fields of science where the research is undertaken to obtain 
an understanding of processes affecting disease and human well- 
being; 

4. Research in nutritional problems impairing, contributing to, or 
otherwise affecting optimum health; 


5. Development of improved methods, techniques, and equipment for 
research, diagnosis, therapy, and rehabilitation.” 


For our purposes it is necessary to extend this definition to include 
studies directed towards determining quantitatively or qualitatively the 
progress made in achieving the goals of a health services programme. Any 
systematic appraisal of a health programme requires not only those statistics 
that measure the volume of health care, it also requires the assessment of its 
goals in terms of the changing health needs of the community. In view of the 


1 United States Department of Health, Education, and Welfare, Resources for Medical 
Research, Report No. 1, U.S. Government Printing Office, Washington, D.C., August 1962, 
p. 14. 
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Health Services Programmes we have recommended, our definition of health 
research must include much more than has generally been included if Cana- 
dians are to obtain the best health care possible. 

The contribution of research to the health of mankind has, of course, 
been widely recognized. It has been observed that 


“More curative drugs have been discovered in the past twenty-five years 
than in the whole previous history of medicine. Research during these 
years has given us antibiotics; has expanded many times our knowledge 
of the value and uses of blood transfusion; has made possible the daily 
occurrence of surgery of the heart and lung; has led to notable advances 
in the field of anaesthesia, making such delicate surgery possible; has given 
us new methods of treating those with mental illness; has given us the 
blood bank, the bone bank, the eye bank, the blood-vessel bank; has made 
it possible to save lives with the artificial kidney; has shown us how to save 
premature babies and how careful we should be of the eyes of these 
babies when we use oxygen; has given us the Cobalt 60 therapy unit; 
tells us of the effects of noise of the jet aircraft and of certain industries 
on the human ear; has given us a potent weapon against poliomyelitis; and 
is our tool in the fight against cancer.” 


In these decades Canada too has made impressive strides in its 
search for knowledge to combat disease and disability. A partial list of the 
contributions of Canadian scientists since the discovery of insulin in 1921 
would include: 


“... the isolation of hormones from the parathyroid gland, the pituitary 
body and the placenta; the introduction and use of anti-coagulants; the 
use of refrigeration in major surgery; the identification of the sex chromo- 
some; the preparation of an artificial medium for the cultivation of mam- 
malian cells; the discovery of the function of certain areas in the cerebral 
cortex; methods of surgical treatment of epilepsy; the discovery of the 
nature of certain diseases of the liver; knowledge of the variations in 
metabolism in health and disease; and a host of fundamental discoveries 
which fit into the general pattern of scientific knowledge.’* 


To these achievements must be added those in the field of dental 
health. The research methods, the tools, and the qualifications of workers in 
dental research do not differ materially from those in medical research. 
Indeed some areas of study may overlap, e.g., studies on cancer or on bone. 
The ultimate objective of the dental researcher is the prevention, control 
and cure of disease of the mouth and teeth. Considerable advance has been 
made toward this objective during the past decade or so, particularly in the 
field of dental caries. 


It should be noted that pharmaceutical research, sometimes called drug research, 
is classed as medical research in this chapter. 

* Gilbert Turner quoted in the Report of The Special Committee Appointed to Review 
Extramural Support of Medical Research By The Government of Canada to the Committee 
of the Privy Council on Scientific and Industrial Research, Ottawa, November 1959, p. 1. This 
document is hereafter cited as “The Farquharson Report”. 

8 Ibid, 
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Research in Canadian laboratories also has added to the pool of 
knowledge in dentistry, and continues to do so at an increasing pace. Tech- 
niques for recording and analysing data on dental disease that were 
developed in Canada are now being used internationally. One of the most 
extensive studies done anywhere in the world on the growth and develop- 
ment of the head and face is being carried out in Canada. The same project 
is evaluating the value of early interceptive therapy on subsequent treat- 
ment requirements for occlusal abnormalities. This study is now being carried 
over into the teen-ages, where little information is available at present. One 
of the most authoritative studies on the effects of water fluoridation was a 
Canadian study. Using the latest histochemical and biochemical techniques, 
Canadians have made contributions to our knowledge of the nature of the 
tissues of the tooth itself and its environment—knowledge that is a pre- 
requisite to development of prevention. As personnel are trained and funds 
provided, dental research activities are expanding. Laboratories have now 
been established in such diverse fields as virology, electron microscopy and 
experimental embryology and will soon make their contribution felt. 

In recent years the evaluation of the health of Canadians and of the 
health services programmes that meet these health needs also has been 
fostered. This type of research, with its emphasis on the collection of data 
on which to base policy decisions regarding the planning of programmes and 
the improvement of health services, principally has developed as part of the 
continuing assessment of provincial hospital insurance programmes and 
medical care prepayment programmes sponsored by the medical profession, 
and as part of the efforts of governments to evaluate the health status of 
Canadians. 

Although it is difficult to assess them quantitatively, in reviewing the 
institutional framework of health research in Canada, one also must 
not overlook the substantial contributions made outside universities, lab- 
oratories, hospitals, and health departments, by members of the health 
professions—individually, in teams or in committees in all of these areas. 

Despite these developments the amount of health research under- 
taken in Canada in recent years, whether measured by the number of person- 
nel involved or the sums of money spent, was inadequate both to meet the 
manifold needs of a modern society and relative to scientific advances in 
other fields. It is the purpose of this chapter to examine the manner in 
which health research is undertaken and supported in Canada, to deter- 
mine how deficiencies might be remedied and to discuss how, in the future, 
an organizational framework could be established to ensure that adequate 
resources for research are made available on a continuing basis and used 
to achieve the goal of the best possible health care for Canadians. 
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SPONSORSHIP OF HEALTH RESEARCH 


Health research in Canada is sponsored by governments, voluntary 
organizations, foundations, business corporations, professional bodies, 
hospitals and universities. 

The research carried out by business corporations primarily consists 
of drug research undertaken by the pharmaceutical industry. In Volume I 
of our Report we have discussed this industry in some detail.1 Later in this 
chapter and in Chapter 5 we discuss the type of research which is related 
to the evaluation of the health of Canadians and the health services program- 
mes that exist to meet these health needs. The discussion here is limited 
therefore to the sponsorship of medical and dental research (including drug 
research) that is carried out in universities, hospitals, foundations and other 
non-commercial organizations.’ 

The sponsorship of medical and dental research in Canada takes two 
forms: the conduct of research by government agencies and the provision of 
funds by governments, voluntary organizations and foundations for the 
support of research in universities, or in various hospitals and research 
institutions generally associated with universities. The major institutions 
involved in sponsoring medical or dental research in Canada are the Federal 
Government, provincial governments, voluntary organizations and founda- 
tions, and the National Institutes of Health of the United States.? The activities 
of these organizations are described below under the following headings: 
functions, types of research support, methods of application and administra- 
tion of research grants. 


Federal Government 


The Federal Government sponsors medical and dental research 
through the research it carries out itself (intramural research) and through 
its financial assistance for the support of research universities, hospitals and 
related institutions (extramural research). Intramural research is conducted 


1 See Volume I, Chapters 16 and 17. 

2For a more detailed discussion of medical research see MacFarlane, J. A., et al., 
Medical Education in Canada, a study prepared for the Royal Commission on Health Services, 
Ottawa: Queen’s Printer (in press). For a discussion of dental research, see Paynter, 
K. J., Dental Education in Canada, a study prepared for the Royal Commission on Health 
Services, Ottawa: Queen’s Printer (in press). 

3A number of other organizations in the United States and the United Kingdom also 
provide funds for health research in Canada. Among these are the National Foundation for 
Infantile Paralysis, Life Insurance Medical Research Fund, Sugar Research Foundation, Com- 
monwealth Fund, Rockefeller Foundation and the Markle Foundation in the U.S.A., and the 
Nuffield Foundation, and the Wellcome Trust in the United Kingdom. Funds becoming 
available from these sources are comparatively small. 
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by the Department of National Health and Welfare and the Defence Re- 
search Board. Extramural research is supported through the Medical Research 
Council, the National Research Council, the Department of National Health 
and Welfare, the Department of National Defence, the Defence Research 
Board, the Department of Veterans Affairs and the Queen Elizabeth II Fund. 


MEDICAL RESEARCH COUNCIL! 


Functions—In 1960, the Medical Research Council was created to 
advise the Government of Canada on policy and matters relating to medical 
research and to administer funds allocated to it for the support of research, 
functions that previously had been the responsibility of the Division of 
Medical Research of the National Research Council. Although the Council 
still operates within the administrative framework of the National Research 
Council, for all intents and purposes it is an autonomous body with full 
responsibility for the conduct of its own programme. The public funds at the 
Council’s disposal are provided annually through a parliamentary appropria- 
tion, and in allocating these funds the Council has full executive control. 
There are 15 members of the Council—all professional men active in medical 
education, research or in practice. 

The Council has established no research units or research institutes; 
it employs no scientific and technical staff as such. It makes no allocations for 
any specific fields, but is prepared to support research in the broad field of 
medical science, being especially interested in continuing investigation. This 
support consists of grants-in-aid of research along with personnel support in 
the form of awards for training, and stipends for trained investigators who 
may work in universities. 


Grants-in-Aid—The Council provides two main types of grants-in- 
aid of research, operating grants and major equipment grants supplemented 
by limited aid for travel. Operating grants-in-aid are available to members 
of faculties of Canadian universities and to scientists active in hospitals or 
employed in other recognized Canadian institutions. These grants are not 
intended to cover the entire cost of the research for which they are provided, 
since space and certain basic facilities at the institution are prerequisites to 
an application for a grant. A grantee is not permitted personal remuneration 
from a grant. The funds may be used to employ students (graduate and 
undergraduate) and other assistants (professional and non-professional), to 
purchase equipment and supplies required for the investigation, and for 
other authorized purposes such as travel related to the investigator’s research 
programme. 


1Based on Medical Research Council Extramural Programme, Medical Research 
Council, Ottawa: Queen’s Printer, revised, August 1964. 
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An award may be made in the form of an annual grant, a term grant 
which assures support for a definite period (usually three years), or a block 
grant which (either on an annual or a term basis) supports the activities 
of a group of associated investigators. Major equipment grants are offered 
for the purchase of units of special research equipment costing in excess 
of $3,000, that could not be included in the items provided by an operating 
grant. These grants only provide assistance for the purchase of research 
equipment. They are not intended to equip new laboratories with general 
equipment or to provide tools for teaching, diagnosis or care of patients. In 
addition to the use of operating grant funds for travel, travel grants are avail- 
able to Canadian medical scientists to enable them to visit laboratories for 
the purpose of furthering their research, and to cover the cost of attendance 
at meetings when such travel is initiated by the Council. 


Personnel Support—The Council provides support for career research 
investigators in medicine at Canadian universities as research associates, as 
research scholars, and as visiting scientists. It makes provision for the train- 
ing of research personnel through research fellowships, and summer under- 
graduate scholarships. As already indicated, undergraduates and graduate 
students may be employed also as research assistants under operating grants. 

Medical research associateships are designed to stimulate medical 
research on a long-term basis and to provide continuing financial support for 
individuals of outstanding ability and training who wish to make medical 
research a full-time university career. Universities must undertake to provide 
adequate research facilities and to give the associate an academic rank in the 
appropriate faculty. Candidates must have a degree in medicine or a Ph.D. 
in a related science, and, under ordinary circumstances, should be less than 
40 years of age. The initial appointment is for three years and can be 
renewed. In 1964 salaries ranged up to a maximum of $16,720 per annum. 

Medical research scholarships are designed to bridge the gap between 
the Council’s associate programme (for the support of highly competent 
independent investigators) and its fellowship programme (for the provis- 
ion of training and supervised experience in research). They are intended 
to provide support for the trained investigator who has shown promise of 
ability to initiate and carry out independent research. The sponsoring uni- 
versity must provide the successful candidate with an opportunity to develop 
and demonstrate such ability. In short, the scholar must not be obliged to carry 
out heavy teaching duties. The initial appointment is for a three-year period 
at a salary depending on the qualifications and experience of the successful 
candidate. The appointment may be renewed for a further period of two 
years, but in no case is a scholarship tenable for more than five years. To 
be eligible for appointment as a scholar, a candidate must have the M.D. 
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degree or the Ph.D. degree, or the equivalent, and be not more than 40 
years of age at the time the application is made. 

Medical research fellowships are designed primarily for training 
prospective research workers in the medical sciences. They are not awarded 
for the purpose of providing practical training and experience in the clinical 
or other branches of medicine. Candidates must be either graduates, with 
high standing in medicine or veterinary medicine, or holders of a Ph.D. 
degree in an appropriate field of science.1 They must not be over thirty- 
five years of age at the beginning of tenure except under special circum- 
stances. Fellowships are normally tenable at Canadian universities at stipends 
of $3,000 to $5,000; they are subject to three one-year renewals. Fellows 
with dependent children are given a $500 supplement for the first child and 
a $200 supplement for each additional child. Fellows are also paid a travel 
grant to enable them to reach the institution at which their award is tenable 
and to return home.? 

Summer undergraduate scholarships are available to medical students 
to enable them to gain research training during the summer months. Two 
such scholarships, valued at $1,000 each, are available for each Canadian 
medical school. Candidates must have completed their first medical year, 
and must rank in the upper 20 per cent of their class. 

Visiting scientists’ awards enable experienced investigators to work 
in Canadian laboratories. Up to three awards are made available each year 
for investigators in the medical sciences from abroad or for such investigators 
not normally resident in Canada. The awards are tenable for periods of not 
less than three and not more than twelve months, and are held in the various 
medical schools or their affiliated institutions. The maximum stipend is $600 
per month scaled in accordance with the qualifications and experience of 
the investigator. 


Administration and Assessment—Applications for grants-in-aid of 
research are directed by the Secretary of the Medical Research Council to 
qualified referees through a panel or sub-committee for detailed study and 
recommendation to the Council. The Council has established Grants Sub- 
Committees in the four following areas of research: (i) biochemistry, (ii) 
physiology and pharmacology, (iii) bacteriology and pathology, and (iv) 
clinical investigation. Applications in fields other than these four are reviewed 


1It should be noted that although holders of the bachelor’s degree who wish advanced 
training and experience in the basic medical sciences are not eligible for medical research 
fellowships, such candidates may apply to the National Research Council for bursaries or 


studentships. De Ay ; 
2An additional allowance equal to two-thirds of the individual fare will be paid 


towards the travelling expenses of a married Fellow when accompanied by his wife. No 
allowance is made towards the cost of travel of children. 
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by two referees and a recommendation is made to the Council by a member 
of the executive. When an award is made, the funds are sent to the university 
in which the applicant is employed. Applications for medical research asso- 
ciateships and medical research scholarships are made on behalf of a prospec- 
tive candidate by the president or principal of the university on the recom- 
mendations of the head of the department concerned and the dean of the 
medical faculty. Recommendations for appointments are made by a Selection 
Committee named by the Council. Applications for medical research fellow- 
ships are made by the candidates to the Council. Each applicant must 
arrange for his admission to a university laboratory or teaching hospital 
acceptable to the Council. Fellowships are awarded to the applicants who are 
deemed well qualified by the Council on the evidence submitted. Applications 
for summer undergraduate medical research scholarships are made avail- 
able to the Dean of Medicine who selects, in consultation with members of 
his faculty, the winners of the awards in his school. Applications for visit- 
ing scientists’ awards are made by the host university. 


ASSOCIATE COMMITTEE ON DENTAL RESEARCH 
OF THE NATIONAL RESEARCH COUNCIL! 


Functions—The Associate Committee on Dental Research of the 
National Research Council was established in March 1945 to: 1) stimulate 
research of interest to dental science among members of the dental faculties 
and among researchers in the basic and medical sciences; 2) co-ordinate 
dental research in Canada; 3) advance the application of research results 
in the interests of improved national dental health; 4) encourage close 
collaboration with other research organizations in problems of mutual 
interest. 

To achieve these objectives, the Associate Committee provides grants- 
in-aid of research and support for personnel through awards for training, 
and stipends for trained scientists who may work in universities. 

The Committee consists of 14 members; 6 representing the dental 
profession and 8 representing the basic sciences. The President of the 
National Research Council and one dental representative from each of the 
Departments of National Defence, National Health and Welfare, and 
Veterans Affairs, are members of the Committee which meets once a year. 


Grants-in-Aid—Operating grants-in-aid of dental research projects 
are made to qualified persons who have access to the laboratory or clinical 
facilities required for the investigation. An award may be in the form of an 


1Based on National Research Council, Associate Committee on Dental Research 
Extramural Programme, Ottawa: Queen’s Printer, September 1962. 
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annual grant, a term grant which assures support for three years, or a block 
grant on either an annual or a term basis. Term grants are not renewable, 
i.€., a new application must be submitted at the end of a given term. Major 
Equipment Grants are provided for the purchase of items of research equip- 
ment the cost of which will exceed $5,000 and could not be included under an 
operating grant. 


Personnel Support—The Committee provides support for career 
investigators in Canadian universities as dental research associates, dental 
research scholars and visiting scientists, and for the training of research 
workers through graduate dental research fellowships, and summer under- 
graduate dental research scholarships. 

Dental research associateships are open to individuals of outstanding 
ability and training who wish to make research a full-time university career. 
The sponsoring university must undertake to supply research facilities and 
adequate accommodation, and give the investigator an appropriate academic 
rank on the staff of the dental school. The initial appointment is for a two- 
year period; it may be renewed for five-year periods. To be eligible for such 
an appointment, a candidate must have a degree in dentistry or a Ph.D. in 
a related science and be under 40 years of age. The initial salary of an 
associate will depend upon his academic training and experience. Dental 
research scholarships are designed to provide support for the trained 
investigator who has shown promise of ability to initiate research and carry 
it out independently. The sponsoring university must give the investigator an 
opportunity to develop and demonstrate this ability without the obligation 
of engaging in a heavy teaching programme. The first appointment is for a 
three-year period at a salary depending on qualifications and experience, 
ranging from $6,000 to $9,000 per annum. A single renewal for a period 
of two years is permissible. But generally, the expectation is that the 
experience gained by the scholar will fit him for promotion to the rank of 
dental research associate. 

Graduate dental research fellowships are awarded to applicants who 
are deemed well qualified for advanced training and experience in research 
in dental and associated sciences. To be eligible for a first award, an appli- 
cant must not be over 30 years of age at the beginning of tenure which is 
for one year; renewals are considered, but in no case are more than three 
renewals granted. Fellowships are normally tenable at Canadian universities 
at stipends from $3,000 to $5,000. Small supplements are provided for Fel- 
lows who have dependent children and for travelling expenses to enable them 
to reach the laboratory at which their award is tenable. 

Summer undergraduate dental research scholarships, valued at $1,000 
each, are available for research training during the summer months for two 
high-ranking students in each Canadian dental school. 

95863—83 
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A visiting scientists’ award is made available each year to enable an 
experienced investigator to work in a Canadian laboratory. The award is 
tenable for periods of not less than three and not more than twelve months, 
at a stipend not more than $600 per month. 


Administration and Assessment—All applications received by the 
Associate Committee on Dental Research are reviewed and assessed by com- 
petent referees. Applications for grants-in-aid of research are proposed by 
investigators holding appointments at Canadian universities. Applications 
for dental research associateships, dental research scholarships and visiting 
scientist awards are made by a university, on the recommendation of the head 
of the department concerned and the Dean of the Dental Faculty. Applica- 
tions for a fellowship are made by the candidate directly to the Associate 
Committee. Applications for summer undergraduate scholarships are made 
to the Dean of the Dental School who selects, in consultation with members 
of his faculty, the winners of the awards in his school. Funds for all Asso- 
ciate Committee awards for grants-in-aid of research and salary payments 
for investigators are made through the business office of the university. 
Fellowship awards are paid directly to successful candidates. 


THE DEPARTMENT OF NATIONAL HEALTH AND WELFARE 


Extramural Research—The extramural research programme of the 
Department of National Health and Welfare can be described as follows: 
The Department of National Health and Welfare assists surveys and 
experimental investigations designed to obtain valid information and to 
develop methods which are likely to have practical application for improving 
the health of the Canadian people. Specific objectives related to recognized 
public health, and medico-social problems are favoured. The major areas in 
which studies are undertaken include: 
(a) the prevention of disease and disability; 
(b) the promotion of health and physical fitness; 
(c) the etiology and epidemiology of disease, including field studies; 
(d) the diagnosis and treatment of disease, including evaluation of results 
being achieved; 
(e) rehabilitation. 


This programme is implemented through grants-in-aid of research 
conducted in universities, hospitals and other research institutions from funds 
provided under the National Health Grants Programme.! National Health 
Grants are made available in a fixed amount each year to the provinces 


*For a discussion of the role of the National Health Grants in the support of Health 
Research, see Volume I, Chapters 2 and 10, pp. 88-91 and 405. 
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and territories to assist them in the development, improvement and exten- 
sion of health services. A portion of these grants may be used for research. 
Additionally there is a Public Health Research Grant, which is not allotted 
in specified amounts to provinces, but for which applications are received 
from investigators in any province. 

The Department does not directly offer fellowships for training in 
health research, but such training may be assisted under the Hospital Insur- 
ance and Diagnostic Services Act,! the National Physical Fitness and 
Amateur Sport Act and under Welfare Grants administered by the 
department. 

All applications for research assistance through the Health Grants 
Programme originate with a sponsoring agency such as a university, a 
research institute, a local or provincial health department, a hospital or a 
voluntary agency. They are submitted to the provincial department of health 
in the province where the work is to be done and, if approved, are for- 
warded to the Health Grants Administration in Ottawa from whence they 
proceed through the principal Medical Officer for Research Development or 
a consultant division of the Department of National Health and Welfare, 
to one or more non-departmental experts for appraisal, to financial and 
administrative officers, to a specialized sub-committee, to a research advisory 
committee, and finally back to provincial health departments for formal 
notice to the sponsoring agency concerned, regarding approval or rejection. 
The agency in turn notifies the principal investigator, i.e., the person who 
is actively responsible for the research. Ordinarily grants-in-aid are made 
on an annual basis, but by agreement between the Department and the 
province concerned, a term grant may be made available. The purpose of 
term assistance is to provide the personnel on a research project with assur- 
ance of continuity of support at an agreed level for each of a specified num- 
ber of years, generally three, and to simplify administrative arrangements. 


Intramural Research—The intramural research of the Department is 
carried out through its laboratories, divisions and directorates and Research 
and Statistics Division with the various divisions and directorates carrying 
out research related to the specific area of their service. All aspects of these 
programmes are co-ordinated by the Research Development Section. The 
largest share of the research budget is spent by the Food and Drug Direc- 
torate which carries out basic research on foods and drugs and develops 
analytical procedures and methods for enforcement purposes. The Laboratory 
of Hygiene conducts research in public health and clinical laboratory fields; 


* Regulations under the Hospital Insurance and Diagnostic Services Act preclude the 
direct costs of staff, supplies and equipment devoted wholly or mainly to research, but Permit 
the cost of research which is incidental to normal hospital activities. Such activities include 
the intensive investigation required by certain patients. 
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it has six scientific sub-sections, namely bacteriology, virus, clinical, bio- 
chemical research, biologies control and zoonosis.1 The Research and Sta- 
tistics Division? of the department assists in the research programmes of 
other divisions and studies the social and economic aspects of health and 
health services. 

The intramural research programme of the Department of National 
Health and Welfare is not subject to outside assessment; “individual 
projects are passed upon by groups of departmental officials without any 
independent advice from outside the public service”.° 


DEFENCE RESEARCH BOARD* 


The Defence Research Board supports both intramural and extramural 
research programmes. Health research is carried out intramurally in its own 
establishment at Downsview, Ontario, and extramurally in Canadian uni- 
versities by means of a grant-in-aid programme. In addition, research units 
have been established in four universities: The Arctic Medical Unit at the 
University of Manitoba, the Radiobiology Unit at the University of Toronto, 
the Psychiatry Unit at the University of Ottawa, and the Aviation Medicine 
Unit at McGill University. Occasionally the Board offers a fellowship for 
training in research. 

Applications for assistance towards research projects must be related 
to health and its maintenance in the Armed Services. The fields of research 
that are of foremost interest to the Board are: aviation and naval medical 
research, radiation protection and treatment, nutrition, auditory and vestibular 
research, visual problems, epidemiology, shock and plasma expanders, man- 
agement of burns and wounds, infection and immunity, arctic medical 
research, psychiatry, toxicology, blood and related problems. In each of 
these fields a panel of experts drawn from all parts of Canada is appointed 
to review applications for grants. No similar procedure is applied to the 
Board’s own intramural research programme. 


THE DEPARTMENT OF VETERANS AFFAIRS” 


The Department of Veterans Affairs maintains a programme of 
clinical research in its hospitals and clinics across Canada. The programme 


1 Based on Department of National Health and Welfare, Annual Report for the Fiscal 
Year ended March 31, 1963, Ottawa: Queen’s Printer, 1963; and The Federal and Provincial 
Health Services in Canada, Second Edition, Toronto, Canadian Public Health Association, 
1962, pp. 6-17. 

2See also Chapter 5 for a discussion of the statistical services provided by this 
Department and the Dominion Bureau of Statistics. 

3 Report of The Royal Commission on Government Organization, Vol. 3, Ottawa: 
Queen’s Printer, 1962, p. 235. 


hres J. A., et al., Medical Education in Canada, op. cit., Chapter 10. 
id, 
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is varied but in the main it deals with conditions affecting aging, such as 
arthritis and arteriosclerosis, which the department is in a special position 
to investigate. 

Over three-quarters of the department’s research budget is used in 
support of applications which come from staff members, who conduct 
investigations in the wards and laboratories of the departmental hospitals. 
It should be noted that professional staffs of D.V.A. hospitals are employed 
on a part-time basis; most members of the medical staff are engaged in 
teaching and private practice, and hold appointments on the medical faculties 
of the various universities. The remainder of the budget is used to support 
the five self-contained clinical investigation units located in active treatment 
hospitals at Montreal, Toronto, London, Winnipeg and Vancouver. 

Applications for research support are considered by the Advisory 
Board on Medical Research and Education, a group drawn from depart- 
mental officials, non-departmental officials and from scientists outside the 
public service. Awards are made on both an annual and term basis. 


QUEEN ELIZABETH II FUND FOR RESEARCH 
INTO DISEASES OF CHILDREN 


This fund, established by the Federal Government in 1959 with a 
capital of $1 million, yields a fixed sum per annum which is spent on 
fellowships for training research personnel and on salaries for the maintenance 
of trained scientists in the field of child care. All applications for support 
are approved by the Board of Trustees, acting on the advice of medical 
reviewers. 


Provincial Health Agencies 


In varying degrees health research is carried out by provincial 
governments in connection with the activities of their health departments, 
particularly the provincial laboratories and provincial hospital insurance 
programmes. Three of the provincial health departments have separate 
administrative units to deal generally with matters of health research and 
statistics.+ 

Apart from this intramural research incidental to the functions and 
activities of the departments concerned, there are provincial agencies such 
as the Alcoholism and Drug Addiction Research Foundation and the 
Ontario Cancer Treatment and Research Foundation which provide grants 
and fellowships for extramural research in their respective fields. 


1In Ontario the Division of Medical Statistics, in Saskatchewan the Research and 
Statistics Branch, and in British Columbia the Vital Statistics Division which provides 
Statistics for all divisions of the Health Branch of the Department. 
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Voluntary Organizations and Foundations 


A number of voluntary agencies and foundations include among their 
principal objectives the encouragement and support of health research.* 
Among them are the National Cancer Institute (which at the time of its 
creation in 1947 entered into close collaboration with the pre-existing 
(1938) Canadian Cancer Society);* the Canadian Arthritis and Rheu- 
matism Society; the Multiple Sclerosis Society of Canada; the Canadian 
Diabetic Association; the Muscular Dystrophy Association of Canada; the 
Canadian Heart Foundation (which is a federation of six provincial heart 
foundations and an Atlantic Provinces Division); the Canadian Association 
for Retarded Children; the Canadian Cystic Fibrosis Association; the 
Canadian Hemophilia Society and the newly formed Rehabilitation Founda- 
tion for the Disabled. It is noteworthy that the older organizations such as 
the Canadian Tuberculosis Association, the Canadian Mental Health As- 
sociation and the Canadian Council for Crippled Children and Adults 
recently have taken an increasing part in supporting research. Other organiza- 
tions which assist health research are the Banting Research Foundation, the 
J. P. Bickell Foundation, the Atkinson Charitable Foundation, the Canadian 
Life Insurance Officers Association, the National Sanitarium Association, 
the Picker Foundation, fraternal societies and service clubs. 

Voluntary agencies and foundations promote research through selected 
projects in universities, hospitals and other research centres, provide 
training fellowships, and construct and purchase research facilities and 
equipment. Grants-in-aid of research and fellowships are made on the advice 
of the agency’s Advisory Medical Committee comprising leaders in academic 
and scientific medicine.’ It is interesting to note that applications for support 
of research in specific areas such as heart, cancer, arthritis, etc., which are 
directed to government health-supporting agencies are referred to the advisory 
bodies of the relevant voluntary agencies for scientific assessment. This 
provides a high degree of co-ordination between the public and private 
agencies which support health research in this country. In addition, rep- 
resentatives of governmental and voluntary research fund-granting bodies 


1§ee Chapter 6, and particularly Table 6-9. 

2 As a consequence of an affiliation agreement, the Canadian Cancer Society assigned 
to the National Cancer Institute major responsibility for the co-ordination and maintenance 
of research activities in the field of cancer. 

® Each agency and foundation has its own medical and scientific advisory body which 
assesses research applications and makes recommendations to the governing members of 
the agency or foundation. Although such bodies vary in size, they usually include recognized 
medical and scientific specialists drawn from the universities, departments of health and 
other government agencies concerned with health. Thus, the Canadian Arthritis and Rheu- 
matism Society’s “Committee on Research and Professional Education” comprises eight 
experts in medicine from the universities and elsewhere. It should be noted that there is 
some interlocking membership among the scientific advisory groups of voluntary agencies. 
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meet in January of each year to co-ordinate their programmes.! This gather- 
ing is held in conjunction with the monthly meeting of the “Interdepart- 
mental Medical Research Co-ordinating Group”, an informal and unofficial 
body consisting of representatives from the Department of National Health 
and Welfare, the Defence Research Board, the Department of Veterans 
Affairs and the Medical Research Council. Although of an informal character, 
it is clear that such liaison is very useful in that it permits a closer examina- 
tion of possible duplication of research support and also reveals relation- 
ships between total research funds and the problems of health and disease 
that weigh heaviest on Canadians. 

Under the grants-in-aid, no payment is made to the principal investi- 
gator. The money is deposited with the institution where the work is to be 
done and administered by the appropriate controlling officer. Most grants 
provide support for one year’s work and the scientist must apply each year 
for a renewal for as long as is necessary to complete the project. Fellowships 
are awarded to post-doctoral candidates preparing themselves for careers in 
research, or as specialists in a particular field. Candidates are required to 
secure their admission as graduate students at academic departments or labora- 
tories approved by the agency, and fellowship stipends are paid directly to 
successful candidates. 


Foreign Agencies 


Funds supplied by the United States Public Health Service through 
its National Institutes of Health recently have provided substantial support 
for health research carried out in Canada. The NIH sponsor research projects 
in Canadian universities and other centres across the country and provide 
training fellowships. Financial support from private sources in the United 
States or the United Kingdom now is relatively limited. 


EXPENDITURES ON HEALTH RESEARCH 


It is difficult to obtain complete and fully comparable data on the 
total amount spent on health research in Canada. This is particularly the case 
with data relating to some agencies and to the proportion of the budgets of 


+The following fund-granting voluntary bodies attended the January, 1964, meeting of 
the Interdepartmental Medical Research Co-ordinating Group: The Canadian Heart Founda- 
tion, Canadian Life Insurance Officers Association, Canadian Association for Retarded 
Children, Canadian Arthritis and Rheumatism Society, Canadian Tuberculosis Association, 
Canadian Rehabilitation Council for the Disabled, Ontario Addiction Research Foundation, 
Muscular Dystrophy Association, Multiple Sclerosis Society, National Cancer Institute, and 
the National Research Council Associate Committee on Dental Research. 
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universities spent on health research over and above that provided through 
grants. The percentage of a professor’s time applied to research, and the pro- 
portion of their departmental budgets and university overhead spent on 
research are impossible to estimate with any precision. Again, it is not prac- 
tical to separate all expenditures on clinical research or on the evaluation of 
health services included in the costs of hospital and medical insurance pro- 
grammes. Expenditures of this type while an essential part of a research pro- 
gramme are not covered in the data that follow. 


Federal Expenditures 


The Federal Government through its various agencies has increased 
its support for health research in recent years. The growth of support for intra- 
mural and extramural research is summarized in Tables 4-1 and 4-2. 

Between 1949-50 and 1961-62 federal expenditures on intramural 
research rose from $110,000 to $2,942,000. In 1962-63 there was a decline 
in such expenditures to $2.75 million. Even then, intramural expenditures 
increased over twenty-four fold in the 14-year period. 


TABLE 4-1 FEDERAL SUPPORT FOR INTRAMURAL HEALTH RESEARCH 
BY DEPARTMENTS, FISCAL YEARS 1949-1962 


(thousands of dollars) 


Department 
. of National Defence 
eG en Health and (|Research Board Total 
Welfare 

TAGS Ones kee ts ae ee eee eee == — 110 
io a ioe fe Pct Senn aren ee Ea SERA. sens) — — 1,060 
19S Se56 ec) cee, eee eee = — t70 
1 ho bel sey Ren MAAN Sgn ane scat eet 863 — = 
1h he oe Pe POR ames gd oe Meir Ne ora NG roe aS 947 — — 
TOS 8-59 ie. Dae a ea rte Oe een 1.182 — — 
1959-60 ' 52. Ce Ma Ree eee 1,656 — _- 
TOGO-6 ly Fe AS ne ete rasta ene 1,678 — _- 
POG 6623 5 Cae eh oe aera L792 L130 2,942 
1962-63 Scere ea eae ee: 1776) 990 pias ei 


— indicates that data are not available. 


Source: Layton, B.D.B., “Financing Medical Research in Canada’’, The Canadian Medical 
Association Journal, 76, 1957, p. 536; Department of National Health and Welfare, Annual Report, 
various editions; and information supplied by the Defence Research Board. 


Between 1946-47 and 1961-62, total federal support for extramural 
research increased from $158,000 a year to $7,757,000 and rose still further 
to $8.3 million in 1962-63 as shown in Table 4-2. 
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TABLE 4-2 FEDERAL SUPPORT FOR EXTRAMURAL HEALTH RESEARCH, 
FISCAL YEARS 1946-1962 


(thousands of dollars) 


National 5s ee Defence Department 
Year Research of National Research of Veterans Total 
Council* Health and Board Affairs 
Welfare 
—— 
| 7 My ARES Ree 158 0 0 0 158 
IE BAS We ee 2h P| 0 0 0 271 
OEE ee, Le er ae a 357 150 40 0 547 
1949-50 2 Ae 498 326 i Be) 0 937 
ES el Sed Dee ee 539 720 179 1 1,439 
1951-52 wes 578 959 542 0 2,079 
| oO a ae ee 617 1,248 ey! 2 2,224 
D5 5-04. eee es. 642 1,639 380 356 3,017 
A ae Ein) Ie ee Ae a 652 1,600 365 367 2,984 
Ei seh] hae ee Cn 693 1,554 404 352 3,003 
BI D085) coe oss ed ieee 849 1,740 419 375 3,383 
BORO eck. 894 1 £937 373 383 5,507 
O55) eo ee a! 15523 2,000 409 303 4,235 
(USES the ie kee: ae 1,970 2,640 414 328 eo 
0215" US ofl ene eee ee 2,300 3,600 448 331 6,679 
(S26) SS OP ae nae Se ee S26 3,481 450 359 feo bs! 
162-6328. eae. 4,0837 3,368 447 409 8,307 


*Excludes National Research Council Dental Research awards. 
+Through the Medical Research Council. 


Source: Based on MacFarlane, J. A., et al., Medical Education in Canada, a study 
prepared for the Royal Commission on Health Services, Chapter 10, Ottawa: Queen’s Printer 
(in press). 


Total federal expenditures for health research, as shown in Table 4-3, 
rose from $1 million in 1949-50 to $10.7 million in 1961-62, an increase of 
over tenfold. In 1962-63, total expenditures had reached $11.3 million of 
which $8.5 million was for extramural research (73 per cent) and $2.8 million 
for intramural research (27 per cent). 


TABLE 4-3 TOTAL FEDERAL SUPPORT FOR HEALTH RESEARCH, 
FISCAL YEARS 1949, 1961 AND 1962 


(thousands of dollars) 


N.R.C., Queen 
Year Intramural | Extramural Dental Elizabeth II Total 
Research Fund 
OT DSSY Ea ae 110 937 0 0 1,047 
GMC F oc, cocnccnane 2,942 1 Sey pS 132 24 10,673 
Ld Ce ee ae ZHiok 8,307 178 = 11,288 


SourcE: Based on Tables 4-1 and 4-2. 
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Provincial and Voluntary Organizations and Foundations 


Data are not available to indicate trends in expenditures of provincial 
and voluntary organizations and foundations on health research. Table 4-4 
shows these expenditures for 1961 and 1962. 

Provincial agencies and voluntary organizations increased their finan- 
cial support of health research from $3.6 million to $3.9 million or by 9.7 per 
cent between 1961 and 1962. During the same period provincial support 
increased by 15 per cent and, as a consequence, the share of the latter in total 
health expenditures of provincial and voluntary organizations rose from 9.9 
to 10.4 per cent. 


National Institutes of Health 


As already indicated, Canadian research workers have for some time 
received funds from the United States Public Health Service through grants 
from its National Institutes of Health. The contribution of these institutes 
to health research in Canada can be seen from an examination of Table 4-5. 
It will be noted that until 1958 such funds were quite minor. Since that 


TABLE 4-5 SUMMARY OF UNITED STATES PUBLIC HEALTH SERVICE— 
NIH GRANTS TO CANADA, FISCAL YEARS 1954-1964 
i ee 


Awarded in Fiscal Year Amount Sec 
$ 
ee a a ee ne FN cries seccccoe dads oceans cehece, 9,671 1 
eer er cen A lew cacpoRluee cicbbencdace 9,670 1 
Re entre tel Ly. 8 ei su Sisk ke, Js) 9,670 1 
epee rere Re eo ns ee 16,449 2 
ee ae iaciteien, dusk 71,169 5 
OS aly ee chat; IR) te le i FN el a a 180,807 11 
(LL, Setnet tt BMG tern tne ane ce oe a 559,543 23 
te eee es MANE oh To tome yt | 649 , 465 38 
ee ery es om oot 1,504,765 67 
er re ey ee vceaccadaed Piet ha | 125 
Nee ee espe et enchants daceishae$osetviowniance. 599 , 759 32 
MIN ed Sg a 5,922,111 306 
Committed for Award in Fiscal Year 

st he AR 8 RE Ss 995 , 603 51 
er oe, yy eR, oes acon vnddit desde kes 784,717 41 
ee A ee ona ha cdosastetentosheave> 355,490 14 
Total committed for award.............cc.:cscccsescesecceseees ZA oTOLU 106 


Source: Communication from the Canadian Embassy, Washington, D.C., to the Secretary 
of State for External Affairs, March 26, 1964. 
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date they have grown rapidly and by 1963 amounted to $2.3 million. Table 
4-5 also indicates the reduction in the National Institutes of Health support 
of Canadian health research in 1964. Such support is being gradually cut 
back as the National Institutes of Health reduce their grants to developed 
countries.! Canadian medical scientists have argued that from the standpoint 
of continued scientific collaboration between the two countries, the PHS- 
NIH programme in Canada should not be reduced below $1.2 million per 
annum.2 In any case, it is clear that a substantial reduction in PHS-NIH 
grants to Canadian investigators unless offset by increased Canadian funds 
would have a serious effect on research activity in Canada. 


Total Health Research Expenditures 


Table 4-6 shows the magnitude of total expenditures on health 
research, by source of funds, in Canada, for the years 1961 and 1962. 


TABLE 4-6 TOTAL EXPENDITURES* ON HEALTH RESEARCH, BY SOURCE 
OF FUNDS, CANADA, 1961 AND 1962 


(millions of dollars) 


Source of Funds 1961 1962 

Federal Government hs, acces eee ee totes 10.2 je 
Intramural’ Reséarche-ceek. ci ee 2.9 Paes) 
Hixtramural Research! ).g eee ee 1S $42 

Provineial A cencies?:4.. 2. 5.ce ee ee os eee 0.3 0.4 

Voluntary. Organizations y..7.:-s ee ee ee aoe 398 

United States National Institutes of Health”.................. 1.4 16 

Da) EA eee ect ieee eae cM EUR EE LE eck AD 1 sey! | 16.5 


*Includes both grants-in-aid of research and fellowships. 

+In the case of the Federal Government adjustments were made to convert data from a fiscal 
year basis to a calendar year basis. 

tIncludes an estimated $130,000 and $150,000 for dental research in 1961 and 1962 respec- 
tively. 

@Province of Ontario. 

>Estimates adjusted to a calendar year basis. 


SouRCE: Based on Tables 4-3, 4-4 and 4-5. 


1Communication from the Canadian Embassy, Washington, D.C., to the Secretary of 
State for External Affairs, March 26, 1964. 

2This view was the consensus of a meeting held in Ottawa on February 26, 1964, 
between Mr. Robert H. Grant, Deputy Director of the Office of International Research of 
the United States Public Health Service, and members of the Medical Research Council and 
its four grants subcommittees. (Information supplied by the Department of External Affairs, 
Canada). It should be recognized that offsetting the inflow of American research funds is 
an outflow of Canadian research workers and physicians and surgeons to the United States, 
whose costs of education and training are borne largely by Canada. 
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Total expenditures on health research increased from $15.1 million 
to $16.5 million or by 9.3 per cent between 1961 and 1962. In 1962 the 
Federal Government provided 66 per cent of this amount, voluntary organiza- 
tions and provincial agencies 24 per cent, and U.S. National Institutes of 
Health 10 per cent. Considering expenditures excluding Federal Government 
intramural research expenditures which amounted to $13.7 million in 1962, 
the Federal Government accounted for 60 per cent, voluntary organizations 
and provincial agencies for 28 per cent, and the National Institutes of Health 
for 12 per cent. 


THE INADEQUACY OF SUPPORT FOR 
HEALTH RESEARCH IN CANADA 


There is general agreement that health research in Canada has 
developed remarkably within the last generation; that Canadian scientists 
have done distinguished work; that the conduct of health research has broad 
implications for the well-being of mankind; but that health research in 
Canada is failing to keep pace with the Opportunities now available in the 
medical and health-related sciences and the obligations arising from the need 
to expand the supply of physicians, dentists and other health personnel. 
Despite a steady and substantial increase in the amount of money available 
for health research—both from government granting bodies and from volun- 
tary organizations—available funds lag behind the amounts needed for the 
support of research. 

The possibility of a gap between the funds and facilities available 
for research and the needs of medical research in Canada was examined in 
1959 by The Special Committee Appointed to Review Extramural Support 
of Medical Research by the Government of Canada, under the chairmanship 
of Professor R. F. Farquharson. The Committee concluded that such a 
gap existed as a consequence of a number of factors that had characterized 
the post-war period. 

The first factor was the growth in the number of scientific personnel 
associated with existing medical schools which increased their needs for 
research support. The second factor was the establishment of two new 
medical schools and the expansion of a third into a full four-year course. 
These developments added to the supply of medical scientists, to the growth 
of scientific activities, and to the demand for research assistance. The third 
factor was that research had become more costly due to the development and 
use of sophisticated and very expensive research tools and inflationary 
pressures which had significantly increased the cost of equipment, salaries of 
technicians and other operating expenses. A fourth factor was the inadequacy 


The Farquharson Report, op. cit., pp. 5 and 6. 
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of laboratory space for research. A fifth and fundamental factor was the 
high rate of scientific development in the field of medicine which occurred 
over the past two decades. Knowledge is contagious. Increased research 
leads to increased discovery. Increased discovery reveals many new problems 
which require investigation. In other words, the remarkable acceleration in 
the pace of the growth of new knowledge and in its application created new 
opportunities and obligations for research. 

Since 1959 there has been considerable increase in the amount of 
funds made available for the support of research by the Federal Government, 
voluntary organizations and foundations, as well as the National Institutes 
of Health. Federal support for research, both intramural and extramural, 
doubled between 1958-59 and 1962-63. Grants from the National Institutes 
of Health rose from barely $0.2 million to over $2 million. Grants from 
voluntary organizations also increased. There has also been an expansion 
in the facilities for research as some existing universities added to space 
available. Yet deficiencies still continue to exist. Funds are still not sufficient 
to provide support for personnel, and facilities are inadequate even for the 
personnel available. 


Shortages of Personnel and Facilities 


The exact extent to which the funds available for the support of 
personnel now engaged in health research fall short of meeting the demands 
for such funds is difficult to say. Although evidence exists that indicates a 
gap between the demand for and supply of funds, the size of this gap is 
not easily expressed in quantitative terms. For example, there is information 
indicating that the amounts requested by research workers exceed the amounts 
granted by various granting bodies but the information is incomplete. In 
the first place, not all applicants for assistance may reach the standards 
required by the granting body. All applicants for fellowship assistance may 
not deserve appointment. Secondly, unsuccessful applicants to one granting 
body may receive assistance from some other source including the National 
Institutes of Health. Unfortunately, data are not available that would permit 
the elimination of duplicate applications and to assess the true shortages.* 
What can be said though is that qualified research workers believe that more 
funds could be spent usefully and without waste.” 

The trends in the awarding of research assistance are evident in 
Tables 4-7 and 4-8. Bearing in mind the limitation of the data, Table 4-7 


1The available data relate to Canadian granting bodies only. Canadian research 
workers also receive assistance from the National Institutes of Health. 

2 National Research Council of Canada, Forty-sixth Annual Report 1962-1963, Report 
of Chairman of Medical Research Council, Toronto: University of Toronto Press, 1963, 
p. 36, “Since the funds available are usually much less than the funds applied for. .-. the 
initial recommendations must often be reduced”. 
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indicates that the number of research grants awarded by the Medical Research 
Council has increased recently but that the Proportion of applicants receiving 
grants declined. 


TABLE 4-7 SUMMARY OF GRANTS REQUESTED AND AWARDED BY 
MEDICAL RESEARCH COUNCIL, FISCAL YEARS 1961-62 TO 1963-64 


Grants Requested and Awarded | 1961-62 1962-63 | 1963-64 
iOtal wenuested FOr Srants <<..c.)ccssesesecess.<x. $3,719,342 $4,883,392 | $6,089,697 
Number of grants awarded........................... 370 444 | 495 
Value of grants Berdedin nk $2,697,077 | $3,459,273 | pa A eo Me 
Percentage of requests met..............0..00c0000-. 72 fai | 65 
Number of requests rejected in tofo.............. | 43 | 69 115 
Value of requests rejected in Ls Be Waa $342,625 | $574, 138 | $1,088,414 


Source: Data supplied by the Medical Research Council. 


Graduate research fellowships constitute the most common means of 
financial support for the training of investigators in the health sciences. As 
indicated in Table 4-8, unlike the grants awarded by the Medical Research 
Council, the proportion of fellowships awarded is increasing, amounting 
to 76 per cent in 1963. In the case of the National Cancer Institute and 
the Canadian Heart Foundation, a high proportion of fellowships were 
awarded, 89 and 84 per cent respectively in 1963. The over-all proportion 
of fellowships awarded rose from 70 per cent in 1961-62 and 1962-63 
to almost 80 per cent in 1963-64. 

As already indicated, the Medical Research Council provides 24 
summer undergraduate scholarships, each with a value of $1,000. Applica- 
tions in 1962 numbered over 100, indicating the shortage that existed in 
this area. 

It is generally agreed that there is no person more worthy of support 
in health research than the investigator who has demonstrated his ability 
to conduct original and sustained research. Indeed, it seems fair to say that 
progress and discovery in the field of medicine can be correlated roughly 
with the number of such researchers working in universities, hospitals or 
special research organizations. By 1962-63, an all-time high of 29 research 
associates had been appointed. 1 


‘Data obtained from the Medical Research Council. 
95863—9 


110 ROYAL COMMISSION ON HEALTH SERVICES 


TABLE 4-8 SUMMARY OF FELLOWSHIPS REQUESTED AND AWARDED 
BY SELECTED AGENCIES, 1961-1963* 


ee 


1961 1962 1963 
Agency —_ | | 
No. | Amount | No. | Amount | No. | Amount 
$ $ $ 

Medical Research Council 

Fellowships Requested................ 94 103 108 

Fellowships Approved.............0. 53 60 82 

Percentage Approved.................. 56 58 76 
National Cancer Institute 

Fellowships Requested................ 16 79,750 19 90, 800 18 91,750 

Fellowships Approved................. 13 63,304 15 59,650 16 74,850 

Percentage Approved................. 81 7 79 66 89 82 
Canadian Heart Foundation 

Fellowships Requested................ 60 | 400,500 58 | 419,950 50. | 383,055 

Fellowships Approved.................. 52 | 336,600 SZ 356,200 42 | 280,100 

Percentage Approved.................. 87 84 90 85 84 12 


*Medical Research Council data relates to 1960-61, 1961-62, 1962-63; Cancer Institute to 
1961, 1962, 1963; Heart Foundation to 1961-62, 1962-63, and 1963-64. 

Source: Based on data supplied by the Medical Research Council, National Cancer Institute 
and the Canadian Heart Foundation. 


It has sometimes been suggested that another piece of evidence 
indicating a shortage of research funds in Canada is the difference between 
the average amount of financial assistance provided to Canadian research 
workers compared with those in the United States. The data again are limited 
but they do indicate that American scientists received considerably larger 
average grants than Canadian scientists.* 

Such a differential, from the point of view of research manpower, 
would be significant if it could be demonstrated that these differentials, or the 


1The basic stipend for a Research Fellow of the Medical Research Council is $3,000 
per annum; the maximum he may receive with five or more further years of training is 
$5,000. Since 1961, Fellows with dependent children are given a $500 supplement for the first 
child and a $200 allowance for each additional child. In the United States the National 
Institutes of Health provide post-doctoral fellowships for early post-graduate training. These 
fellowships range from $4,500 to $5,500 per annum; they have allowances for dependents 
($500 for each) and for tuition. For subsequent training of medical investigators and to 
support those who need further experience to qualify for senior positions, the National 
Institutes of Health provide research career development awards. These awards are made 
for initial periods of five years and may be renewed to provide a total period of support 
of not more than ten years. The maximum salary an awardee may receive is $25,000 per 
annum. Medical research associateships are comparable in purpose to the “research career” 
awards of the National Institutes of Health. The latter, however, involves salaries up to 
$25,000 per annum while the upper limit of the former is $16,720 per annum. While there are 
some differences in the cost of living between the two countries, such differences are con- 
siderably less than the variations in stipends made available to scholars in the U.S. and in 
Canada, as indicated above. 
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shortage of research funds generally, did lead to losses of medical and dental 
scientists to the United States. How far this has been the case is difficult to 
say. Certainly, Canadian scientists have migrated to the United States but 
part of this loss has been offset by the inflow of scientists from other 
countries and the free flow of health information between countries.) It 
is true that monetary awards, on the average, are lower in Canada but it 
must be recognized that differences in living costs between Canada and the 
United States offset some of the differentials. The differences that remain 
reflect the higher income levels that prevail in the United States. These 
differentials have persisted over a very long period of time and are likely 
to persist in the immediate future. It is probably correct that it is only when 
differentials increase that the outflow of personnel becomes significant for 
this reason. 

The deficiency in the field of health research is not so much the short- 
age of funds to provide qualified research workers with the support they 
require, although there is a shortage of such funds, but a shortage of 
qualified research personnel. This may be due to a loss of staff to the United 
States but is more clearly associated with the failure to develop a national 
manpower policy for the expansion of the supply of Canadian-trained 
physicians and dentists. If the appropriate facilities for training physicians 
and dentists had been made available the supply of potential research per- 
sonnel would also have expanded as university teachers combined teaching 
and research in the health sciences. The outflow of this expanded programme 
in turn would have partly provided the manpower for health research over 
the next decade. 

The shortages of personnel thus have been related to the shortages 
of research facilities in medical schools and teaching hospitals. Clinical 
research facilities have been limited while the older medical schools provided 
few facilities beyond those needed for teaching.2 The extent of the need in 
this area can be determined from the memorandum prepared by the Associa- 


*This is another example of the shortcomings of the statistics relating to the 
migration of professional personnel which increase the difficulty of planning health pro- 
grammes in Canada. A rough estimate of the outflow of biomedical research workers from 
Canada to the United States has been made by Dr. K. M. West. He estimates that an average 
of 45 such research personnel emigrate to the United States each year. West, K. M., 
“Training for Medical Research: The World Role of the United States”, The Journal of 
Medical Education, March, 1964, p. 256. On the other hand, Canadian graduates receive 
advanced research training in the United States—much of it by way of American government 
grants—and then return to Canada. Information is not available to assess the size of the 
long-term net flow of medical researchers between the two countries. This statistical gap of 
information vital for health research planning should be filled as the programme for 
comprehensive health statistics, outlined in Chapter 5, is implemented. 

*The Farquharson Report, op. cit., p. 5. “The buildings originally erected for the 
use of the older medical schools were designed for teaching, with little provision for research. 
Many of these are still in use; research is conducted in meagre quarters, in laboratories 
designed for teaching or even in corridors.” 

95863—93 
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tion of Medical Colleges as a basis for discussion with the Honourable Gordon 
Churchill, Chairman of the Privy Council Committee on Scientific and 
Industrial Research, in late 1962.1 As of November 26, 1962, a survey of 
the needs for new construction of medical schools and teaching hospitals 
associated with such schools indicated that the cost of the required building 
programme would amount to $190 million over the period 1963 to 1971, 
of which $57.8 million would be for research. Of the $190 million, $93 
million was required for university construction and $97 million for hospital 
construction, but only $9 million of the latter amount was for research 
facilities. 

Over the immediate future the staffing of the Canadian research 
programme, whether in medical science or dental science, largely will depend 
on the development of research facilities in universities, hospitals and 
associated institutions and the expansion of the supply of manpower in the 
medical and dental schools in Canada, supplemented by the increased per- 
sonnel employed by the Federal Government, provincial governments and 
the pharmaceutical industry. The possibility of training too many people for 
medical, dental and related research need not be considered, certainly not 
before the decade of the nineteen seventies. The pressing need is to expand the 
staff and the facilities of medical and dental schools and, in this way, increase 
the volume of health research while at the same time expanding the supply 
of research workers in the future. The problems involved in the short run are 
substantial but in the long run the pay-offs can be extremely large. 

That the problem essentially is one of expanding the supply of 
research personnel, more than providing funds for existing research per- 
sonnel, can be seen from the position of dental research in Canada. In 1962, 
the number of Canadian dental personnel qualified to do research, and carry 
out some research as part of their general activities, was about 30.8 
that year ten dental graduates were undergoing research training preparatory 
to joining the staff of dental schools.” However, as the brief from the Faculty 
of Dentistry, University of Alberta, points out, research in dental science 
was limited by the scarcity of full-time teachers of dental science of whom 
there were fewer than ten in Canada.? Such was the shortage of qualified 
personnel, that despite limited financial resources, at the 1960 meeting of 


MacFarlane, J. A., et al., op cit., Chapter 12. These estimates were included in 
the brief submitted by the Canadian Universities Foundation to the Government of Canada 
in May 1963. 

2 The Canadian Dental Association, brief submitted to the Royal Commission on 
Health Services, Ottawa, March 1962, XXIV-7. The first Canadian Conference on Dental 
Research was held in October 1961. This conference was attended by representatives from all 
dental schools, the Department of National Health and Welfare and the Royal Canadian 
Dental Corps. 

8 The University of Alberta, Faculty of Dentistry, brief submitted to the Royal Com- 
mission on Health Services, Edmonton, February 1962, p. 18. 
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the Associate Committee on Dental Research of the National Research 
Council it was reported that there were adequate funds available to meet 
the requests of those engaged in dental science research in Canada. 


Other Problems 


One factor limiting the development of research in the field of medical 
science is the shortage of good medical libraries. There can be no doubt that 
the success or failure of a teaching and research programme is just as depend- 
ent on good libraries as it is on good laboratories and equipment. Yet holdings 
in only 2 of the 12 university medical libraries approach the size now gen- 
erally accepted as necessary for the support of an expanding programme of 
graduate teaching and research.? More specifically, the number of current 
periodicals received regularly in all but two libraries falls below the suggested 
minimum standards; the combined lists of all 12 libraries do not cover the 
journals indexed in Index Medicus and no library can offer more than 50 per 
cent of the subject coverage represented by that list, while 3 have less than 
20 per cent. 

On a different level, most of the libraries are understaffed, and the 
facilities* of all libraries are strained to the utmost by the increasing demands 
being made upon them. In view of this situation, it is quite apparent that the 
library resources needed to support Canada’s medical education and research 
programme are insufficient for present requirements and that future demands 
will be greater than ever before. Substantial financial assistance is required to 
bring medical library facilities in this country to a satisfactory standard 
required for the effective performance of research and educational efforts in 
Canada and we make appropriate recommendations in this respect at the 
end of this chapter.* 

A different sort of problem is that of providing for the indirect costs 
of health research. The programme of assisted research grants initiated by 
the National Research Council more than forty years ago was based on the 
premise that the recipient was to be assisted, and that the university in which 
he worked was to provide space and facilities out of its own resources. This 
model was adopted by the other granting agencies as they were created. The 
health research programme has grown so large in the past few years, how- 
ever, that universities are beginning to examine the cost of providing heat, 


1 Tbid., pp. 20 and 21. 

* This statement and those that follow are based on a brief by The Committee on 
Medical Science Libraries of the Canadian Library Association, presented to the Royal 
Commission on Health Services, Toronto, May 10, 1962. 

’ Facilities include working space for the library staff, seating capacity for the users, 
stacks, etc. 

* See Recommendation 220, pp. 130 and 131. 
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light, cleaning service, and other services. What has become significant is 
that it is not unusual for the total amount of grant money received for 
research by the staff of a faculty of medicine to equal the total faculty budget 
for salaries for teachers and supplies. The costs of the accounting pro- 
cedures associated with such grants can be substantial. 

Protests by American universities about the increasing indirect cost 
of research have led to a practice among fund-granting agencies in the United 
States to provide “overhead” costs in their grants. The amount varies from 
10 per cent to 50 per cent of the total grant. At the annual meeting of the 
Association of Canadian Medical Colleges in 1961 the deans of the faculties 
of medicine passed a resolution asking that granting organizations make 
supplemental grants to the universities to assist in meeting the indirect cost 
of administering grants-in-aid of research. The Commission recognizes that 
research grants often place significant financial burdens on the recipient uni- 
versity. We believe that some assistance should be provided for universities 
to help defray the costs of administering grants. Consequently we conclude, 
one way of meeting this problem could be that some part of the proposed 
annual 50 cents per capita Health Professions University Grant could be 
allocated to meet a share of the indirect costs of research grants.? 


THE FUTURE SUPPLY OF MEDICAL AND 
DENTAL SCIENTISTS 


What are the prospects for the expansion of medical and dental 
research personnel in Canada by 1971? In 1961-62 the deans of the Cana- 
dian medical schools reported that there were at least 1,200 persons pro- 
fessionally qualified to engage in health research at their universities and at 
associated hospitals. Of these about 800 were full-time faculty members and 
the remainder were fully trained part-time teachers.2 Some faculty members 
devote all of their time to research, but all of the rest give part of their time. 
It is not possible to indicate the percentage of their time this latter group of 
academics applied to research. At the same time there were about 14 full-time 
and 2 half-time members of the staff of dental schools with graduate degrees 
in one of the biological sciences in addition to a dental degree; there were 
also 20 full-time and 34 part-time staff with qualifications in one of the clinical 
specialties. Virtually all of these had additional basic science training and 
some of them were engaged in research.* 


1See Volume I, Chapter 2, Recommendation 174, p. 77. 
> MacFarlane, J. A., ef al., op. cit., Chapter 10. 
3 Data on dentists from Paynter, K. J., op. cit. 
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In addition to the scientists in the universities there were other men 
and women in government laboratories and pharmaceutical laboratories who 
were active in health research. The estimated number of scientists engaged 
in health research in Federal Government departments is shown in Table 4-9. 


TABLE 4-9 BIOMEDICAL RESEARCH WORKERS IN 
FEDERAL GOVERNMENT DEPARTMENTS 
AS AT MARCH 31, 1963 


Full- 
Department Number time 
Equivalent 
National Health and Welfare.................... 257 83 
uh SEN N LEE cn a en i 2 rr 53 34 
Defence Research Board. .....0.6)50ccccsee...00:. 20 20 
EAN sa Kit OTe AL TY ey 4, 330 1s % 


Source: Information supplied by Dominion Bureau of Statistics, 
Business Finance Section. 


The number of biomedical research workers in provincial government depart- 
ments and in pharmaceutical companies is not available. However, it is be- 
lieved that the number is relatively small.1 

In summary, although we do not know the proportion of their time 
devoted to research, it is estimated that there were between 1,600 and 1,700 
people engaged in medical and dental research in Canada in 1963. 

Medical educators estimate that Canadian medical schools will require 
a faculty of at least 2,200 by 1971; of these, 1,600 would be full-time 
faculty.2 All would be fully trained and expected to carry out research in 
their fields in conjunction with their pedagogical responsibilities. It is esti- 
mated that by 1971 about 150 of the faculty in schools of dentistry would 
carry out some research in connection with their teaching duties. The 


1A survey of scientific and technical professions conducted in 1963 by the Economics 
and Research Branch, Department of Labour, Canada, suggests that there were 23 individuals 
carrying on research related to medicine within provincial health departments and about 153 
people doing the same work in private industrial laboratories. Most of the people in the latter 
group were employed in the pharmaceutical industry. 

?For a more complete discussion concerning these figures see MacFarlane, J. A., et al., 
op. cit., Chapter 10; see also Volume I, Table 13-6. 

3 See Volume I, Chapter 13, p. 558. The requirements for dental faculty in 1971 are 
estimated at 660, including full-time, half-time and part-time personnel. What proportion of 
this total will do research is uncertain but for purposes of this estimate it has been set at 150. 
This is about 60 per cent of the estimated full-time and half-time personnel. 
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number of investigators engaged in health research in government labora- 
tories is projected at 550 in 1971 as compared to 330 in 1963." 

Excluding those scientists with professional qualifications in provincial 
government laboratories and pharmaceutical laboratories, it is projected 
that there would be about 2,900 health research workers active in Canada in 
1971, though not all would be doing full-time research. In view of the 
limitations of the data this figure must be recognized as subject to some 
considerable margin of error but it provides a basis for estimating the needs 
for research funds. 


PROJECTED SPENDING ON MEDICAL AND 
DENTAL RESEARCH, 1961-1971 


As indicated in Table 4-10, estimated medical and dental research 
expenditures in 1961 amounted to $15.1 million. Of the total spent, about 
$12.2 million was used to finance research carried out in universities and 
private research laboratories and $2.9 million for the support of intramural 
research of the Federal Government.? 

How rapidly expenditures on health research will increase in the 
future is not easy to say. In view of the time it takes to expand the supply 
of research personnel associated with new and expanded university medical 
and dental schools and teaching hospitals, the demand for research funds 
in 1971 is difficult to estimate. In addition, the growing complexity of 
research and the increase in prices that will occur over the period make 
projections even more difficult. It is evident, however, that research expendi- 
tures must increase if Canada is to receive the benefits that accrue from such 
activities, and our projections reflect this view. As shown in Table 4-10, we 
project that by 1966 the sum of money available to finance medical and 
dental research should amount to $26 million and by 1971 should increase 
to $48 million, which excludes expenditures by the Federal Government for 
intramural research. Federal expenditures on intramural research are projected 
to rise to $4.5 million in 1966 and to $6.0 million in 1971. Total funds 
available for the support of medical and dental research therefore are 
projected to rise from $15.1 million in 1961 to $54 million in 1971, an 


1The major increase in government employment arises from the recommendations 
relating to drug research. See Volume I, Chapter 2, Recommendations 80-82, pp. 44 and 45. 

2 When comparing these figures with those shown in Volume I, Chapter 11, p. 471, the 
following points should be kept in mind. On p. 471, estimated expenditures on medical and 
dental research were estimated to have amounted to $12 million in 1961. This amount excludes 
expenditures made by the Federal Government for intramural research amounting to $2.9 
million. These latter expenditures were included as part of health expenditures made by 
public authorities. Research expenditures carried out by the pharmaceutical industry for the 
development of ethical drugs is discussed in Volume I, Chapters 16 and 17. 
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TABLE 4-10 ESTIMATED EXPENDITURES* ON MEDICAL AND DENTAL 
RESEARCH, BY SOURCE OF FUNDS, 1961, AND PROJECTED EXPENDITURES, 
BY SOURCE OF FUNDS, CANADA, 1966 AND 1971 


(millions of dollars) 


Source of Funds 1961 1966 1971 
jriot ae VA @Te cwelrt\s) 11 a 102 23550 44.5 
Intramural Research........................ Zero 4.5 6.0 
Pe AATaIMUral teesearcn..- ns... fei t720 34.5 


Expenditures to Replace U.S. 
National Institutes of Health 


Rotate i OANAUA 6 ogy 0, —- 24 4.0 
BRAC A SON CICS fo ah cs ancneh O37 iO) figs 
Voluntary Organizations.................... 312, Des 8.0 


United States National Institutes of 
Ue Ree OL OU eG a ra oe 1.45 05 — 


| ROLE Ooh Raa tanta mR tid tS7 30.5 54.0 


*Includes both grants-in-aid of research and fellowships. 

tIn the case of the Federal Government expenditures, adjustments were made to convert 
data from a fiscal year basis to a calendar year basis. 

tIncludes an estimated $130,000 for dental research. 

#Province of Ontario. 

>Estimates for a calendar year. 


SourRcE: 1961 data based on Table 4-6. 


annual average rate of growth of 13.6 per cent over the decade.) When we 
add to this the sums that would become available to the universities through 
the Health Professions University Grant? and through our recommendation 
that the costs of the hospital services rendered by medical school personnel 
in teaching hospitals be considered as part of the grants made under the 
Hospital Insurance and Diagnostic Services Act,* the increased amount of 
money available for research is substantial.4 


1When comparing these projections with those made in Volume I, Table 20-4, the 
following points should be kept in mind. In Table 20-4, expenditures on health research 
exclude intramural expenditures of the Federal Government which are included in expendi- 
tures on public health. It should be noted that the estimate that appears in Table 4-10 for 
extramural research in 1971 is $48 million, the same as in Table 20-4 in Volume I. For the 
year 1966, the expenditures projected for research excluding Federal Government intramural 
research expenditures have been reduced to $26 million in Table 4-10 fom $32 million in 
Table 20-4 in Volume I. This reduction was made in view of the difficulty of expanding the 
supply of research personnel by 1966 and does not affect, in any significant way, the projec- 
tions of total and per capita spending nor the percentages of GNE spent on health, set forth 
in Table 20-4, Volume I. 

2? See Volume J, Chapter 2, Recommendation 174, p. 77. 

® See Volume I, Chapter 2, Recommendation 143, p. 71. ' 

4The cost of social and operational research associated with the Health Services 
Grants and carried out by the Health Sciences Research Council would be met from the 
administrative costs portion of those grants. 
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This is a sizeable rate of growth of spending but it must be related 
to the projected growth of manpower if some indication of the sufficiency 
of these sums is to be obtained. We have estimated that between 1961 
and 1971 the supply of qualified applicants for research funds, including 
medical and dental personnel, will rise from 1,600 to 2,900. With total 
expenditures rising from $15 million to $54 million this is the equivalent of 
an increase in the average amount available for potential research workers 
from about $9,400 to $18,620. In short, our projections permit research 
assistance to be given to almost double the number of persons while doubling 
the average amount of funds available for each applicant. The annual average 
growth rate of per capita funds is projected to amount to 7. per Cent. 

Yet this projection would still leave the average per capita sums 
available considerably below those projected for the United States even 
though the latter are projected to grow at approximately the same rate.’ 
The only test of this projection will be if it is sufficiently high to prevent any 
substantial drain of qualified professional personnel to the United States 
and if it attracts increasing numbers of Canadians to enter a research career. 
If such a drain takes place or an insufficient number of Canadians embark 
on a research career, then the funds available for research must be increased. 
With present knowledge the rate of increase we have projected appears to be 
sufficient to minimize these possibilities.” 

In view of the projected rapid rates of growth of medical and 
dental schools the research expenditures on intramural research conducted 
by the Federal Government are projected to increase at a slower rate. Thus, 
in 1961 federal intramural research accounted for about 20 per cent of 
total expenditures. By 1971, it is estimated that these expenditures will 
account for only a little more than 10 per cent. However, in view of the 
absolute increase in funds this should be sufficient to carry out the 
responsibilities of federal agencies. 

Our projections of the sources of funds for research also appear 
in Table 4-10. The projections of spending by provincial agencies and 


1§ee Resources for Medical Research, Report No. 3, Manpower for Medical Research 
Requirements and Resources, 1965-1970, U.S. Department of Health, Education, and Welfare— 
Public Health Service, January 1963. The estimated average amount available to professionally 
trained research workers in the United States in 1961 was $18,000; this is projected to increase 
to $40,000 in 1971. It should be noted that it is not possible directly to compare average 
Canadian expenditures with average American expenditures since the former exclude personnel 
employed by pharmaceutical companies while the latter do not. In addition, the proportions 
of full-time and part-time research personnel may differ and thus affect average expenditures. 

2In view of these projections it should be noted that the Canadian Dental Association 
has estimated that expenditures on dental research and the training of research personnel 
could amount to $3 million in 1978 compared with the amount of $2.8 million estimated 
here for 1971. See The Canadian Dental Association, brief submitted to the Royal Com- 
mission on Health Services, Ottawa, March 1962, Appendix XXIV, p. 7. To the extent 
that dental research expenditures were less than $2.8 million, the average sums available 
for medical research would be higher than $18,620. 
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voluntary organizations are, to a large extent, based on the rapid rate of 
growth of spending that took place in the period 1952-1962. Whether or 
not this rate of increase can be maintained by these agencies is not within 
our power to say. Nor are we saying that voluntary organizations must raise 
this much for health research. However, if these funds are not provided 
by these organizations they must be provided by somebody if health 
research—and with it the education of health personnel—is to increase 
at a rate which this country requires. If these funds are not forthcoming 
from voluntary organizations or other sources then they must be provided 
by the Federal Government. 

The same situation exists with respect to the grants made in Canada 
by the United States National Institutes of Health. If the funds from this 
source were to continue to grow in the future at somewhat the same rate 
as they have done in recent years they could amount to about $4 million 
by 1971. However, in view of the reduction in funds made available by the 
National Institutes of Health, this $4 million would have to come from other 
sources. It may be that voluntary or provincial government grants-in-aid of 
research would rise by an amount sufficient to compensate for the withdrawal 
of grants by the National Institutes of Health. But if this does not happen, 
then the Federal Government would have to provide an additional $4 million 
for extramural research in 1971. In our projection of federal spending on 
extramural research as shown in Table 4-10, we have made this assumption 
and federal spending to replace NIH grants is projected to amount to $2 
million in 1966 and to $4 million in 1971. 

Our recommendations relating to the financial support of extra- 
mural medical and dental research by the Federal Government were two: 
that the Medical Research Council Grant be increased by an additional $2 
million each year during the five-year period 1961-1966 and that these funds 
be transferred to the Health Sciences Research Council; and that extramural 
research now supported by the National Health Grants Programme, the 
Associate Committees on Dental Research and Psychology of the National 
Research Council and the Queen Elizabeth II Fund also be transferred to 
the Health Sciences Research Council. Since it is evident that $2 million a 
year will not be a sufficiently large annual increase for the Medical Research 
Council after 1965, we recommend that for the quinquennium 1966-1971 
these funds be increased by an additional $3 million a year. Further, since it 
is evident that extramural support from the Departments of Health, Veterans 
Affairs, the Defence Research Board and other federal granting agencies 
would continue to increase if it remained the responsibility of the relevant 
department, we have projected that it would continue to grow after it has 
been transferred to the Health Sciences Research Council. As shown in 


1 See Volume I, Chapter 2, Recommendations 178 and 197(c), p. 81 and p. 91. 
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Table 4-10 the extramural support of medical and dental research by the 
Federal Government through the agency of the Health Sciences Research 
Council would amount to $38.5 million in 1971, an increase over 1961 of 
over $31 million.’ 

The need to support health research is so great that expenditures of 
less than $48 million on health research by 1971 excluding Federal Gov- 
ernment intramural research expenditures almost certainly would have an 
adverse effect on Canada’s research programme. The reduction of finan- 
cial support from the National Institutes of Health and a slower rate of 
increase in the supply of funds available from voluntary agencies would 
seriously limit the amount of health research that must be undertaken. In 
these circumstances, we now recommend that where the funds available from 
other sources are insufficient to offset the decline in research funds from the 
National Institutes of Health or where the rate of growth of funds from volun- 
tary organizations is less than that projected here, such funds must be 
provided by the Federal Government.” 


FUTURE CAPITAL EXPENDITURES FOR MEDICAL 
AND DENTAL RESEARCH 


Since medical and dental research are intimately associated with the 
education of physicians and dentists the costs of facilities for these activities 
are included in the cost of expansion of medical and dental schools and the 
hospitals associated with such schools.* 

The crash programme that we have recommended in Volume I for 
the expansion of facilities for the education of health personnel in universities 
and teaching hospitals recognizes the need for adequate research facilities 
associated with educational facilities in both these areas. In this sense the 
recommendations we made relating to facilities and personnel were inter- 
dependent. The expansion of the facilities and staff to educate health person- 
nel will also provide the facilities and the staff for an expanded Canadian 
health research programme. 


1The recommendations relating to expansion of the funds available to the Medical 
Research Council and through other departmental extramural grants would involve an increase 
in spending by the Federal Government of about $27 million. The remaining $4 million arise 
from the substitution of federal funds for United States Institutes of Health funds. 

* See Volume I, Chapter 21, p. 869, Table 21-3. In this table all expenditures in support 
of research in universities or research foundations are envisaged as coming from government. 
Thus the projected public expenditures for 1966 are $32 million (now revised to $26 million) 
and for 1971, $48 million. This followed from our belief that these sums must be available. 
The projected expenditures on intramural research conducted by the Federal Government 
are included with expenditures on Public Health. 

5 No evidence is available from which to project the capital costs of any expansion of 
intramural research conducted by the Federal Government or by provincial governments. 
The omission of such expenditures does not seriously affect the over-all estimates presented here. 
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In Volume I of our Report we limited our projection of expenditures 
to the years 1966 and 1971 and for those years we projected that the 
total outlays for hospital construction (including teaching hospitals), medical 
schools and dental schools would amount to $159 million and $204 
million.’ Of these sums, in 1966, $144 million were projected for hospital 
expenditures, $10 million for expenditures on medical schools and associated 
research facilities and $5 million for dental schools and associated research 
facilities. The figures for 1971 were $186 million, $10 million and $8 
million respectively. 


Hospitals 


In Volume I of our Report we recommended that the provisions of 
the Hospital Construction Grant be amended to provide one-half the cost of 
hospital facilities for new university hospitals or for expansion or renova- 
tion of existing university-affiliated teaching hospitals, or teaching units in 
non-university hospitals to a maximum of ten beds per student in the 
graduating classes of Canadian medical schools.2 No attempt was made, 
however, to estimate what proportion of new hospital construction would 
be represented by this type of construction. We did, however, allow for an 
increase in the average cost of a hospital bed in our projections—from 
$18,000 at the beginning of the decade to $20,000 in 1966 and to $24,000 
in 1971—because many of the hospitals built will be teaching hospitals 
associated with universities and thus will need more extensive and expensive 
facilities. 

In its recommendations to the Government of Canada, the Associa- 
tion of Medical Colleges recommended that about $97 million of new con- 
struction was needed to provide university medical schools with the hospital 
teaching facilities needed.* Whether each of the projects they recommend is 
desirable we cannot say. However, we do accept the general recommendation 
relating to hospital research facilities and our projections of expenditures on 
hospital construction are sufficiently large to include this amount. Projected 
expenditures on new and replacement construction over the period 1966 to 
1971 inclusive are around $900 million, sufficient to meet the needs for 
hospital space associated with clinical research. 


Medical Schools 


Unlike spending on hospital construction, which is primarily related 
to population growth and the increased urbanization of the population, ex- 


*See Volume I, Chapter 20, p. 851, Table 20-26. 
? See Volume I, Chapter 2, Recommendation 142, p. 71. 
* MacFarlane, J. A., et al., op. cit., Chapter 12. 


122 ROYAL COMMISSION ON HEALTH SERVICES 


penditures for the construction of new medical schools and the reconstruc- 
tion and addition of research facilities in existing medical schools are not 
projected to grow steadily over time. Rather, in view of the crash pro- 
gramme that we recommend, they increase to a peak in the late nineteen 
sixties and then fall back. The expenditures of $10 million for the specific 
years 1966 and 1971, therefore are an incomplete guide to total spending 
over the period to 1971. No attempt has been made to separate the research 
component from that of education in the projected expenditures. 

The projection of expenditure on new construction within existing 
medical schools is based on the recommendation in this area made by the 
Association of Canadian Medical Colleges and suggested by Dr. MacFarlane. 
Including the new medical school at Sherbrooke, expenditures on these 
facilities were estimated to be $93 million.1 With regard to new medical 
schools, we have recommended that in addition to the University of Sher- 
brooke four new medical schools be built in the second half of the nineteen 
sixties.2 The cost of these medical schools, including all the laboratory and 
research space associated with them, has been projected at $12 million for 
the first to be built, rising to $14 million for the fourth.* The total sums 
projected for the decade of the nineteen sixties would be about $144 million. 

It is further estimated that by the beginning of 1966, about $32 million 
of these projects would be completed. In 1966, another $10 million would 
be undertaken. As the crash programme got under way, expenditures would 
average about $25.3 million in the years 1967 to 1969, fall to about $16 
million in 1970 and to $10 million in 1971 as the crash programme is 
completed.* 


Dental Schools 


The proportion of capital outlays for new and expanded dental schools 
which would be attributable to research facilities has not been estimated 
separately. However, the projected cost of these schools appears to be 
sufficient to cover both education and research. 


The additional number of places required in existing and new dental 
schools and the timing of such addition has been described in Volume I.° 


1 Tbid. 

2 See Volume I, Chapter 13, p. 529, Table 13-4. 

8 MacFarlane, J. A., et al., op. cit., Chapter 12, estimates that the ‘cost of a new 
medical school could be $9 to $10.5 million. In view of future increases in the cost of 
construction and the likelihood of increased research facilities in medical schools, the 
projected cost was raised to $12 million and then to $14 million. 

4To the extent that the expansion of new facilities is accelerated or is not completed 
in the projected time period, expenditures would have to be redistributed. 

5 See Volume I, Chapter 13, pp. 555-557. 
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Over the period 1963 to 1975, provision has to be made for the construc- 
tion of four new dental schools and the expansion of six existing schools. The 
cost of constructing one place in a dental school has been estimated at about 
$20,000.1 In view of the increasing costs likely to be experienced, this esti- 
mated cost has been progressively increased to $22,000 by 1971. 

On the basis of these assumptions, the total outlays for dental facili- 
ties over the period 1963-1971 are projected to amount to about $34 million. 
Of this, $8.6 million of construction is estimated to be completed before 1966 
and another $5 million to be completed in 1966. Over the period 1967 to 1970 
inclusive, expenditures are projected at an average of $3.2 million a year. 
In 1971, with the commencement of the two schools that must be in opera- 
tion by 1975 and the completion of schools that must be in operation by 
1971, expenditures are projected at $7.5 million to $8 million. 

The timing of these expenditures of course is subject to a considerable 
degree of uncertainty. One of the new schools projected for the nineteen 
seventies almost certainly will be built before that period while another may 
not expand until after 1970. On the whole, the amounts projected appear 
sufficient to meet the research needs of dental schools. In addition, our recom- 
mendations relating to the establishment of Departments of Dentistry in major 
general hospitals and the establishment of centres for the treatment of cleft 
palate cases will provide facilities for clinical research in teaching hospitals.? 


RESEARCH AND THE QUALITY OF HEALTH CARE 


The discoveries that have stemmed from scientific research and 
particularly from research in those areas that affect the lives and health of 
Canadians are well known. Support of research in the field of health is 
warranted on these grounds alone. Yet it must not be forgotten that the 
quality of health care, in terms of the number of physicians, dentists and 
other health personnel available as well as the quality of their practice, is, 
in the last resort, also dependent on the amount of research conducted in 
Canada. 

The education of health personnel is dependent on the instructional 
staff available in universities. Here the ability of the universities to attract 


* Paynter, K. J., op. cit., Chapter 9. The cost of providing a place in a dental school 
is estimated by Paynter at $20,000. The Faculty of Dentistry of the University of Toronto 
estimated that to construct a school that would provide for a graduating class of 60 students, 
or a total of 240 places at any one time, would not cost less than $4 million or $16,600 
per place. The Faculty of Dentistry, University of Toronto, brief submitted to the Royal 
Commission on Health Services, Toronto, May 1962, p. 1. 

? See Volume I, Chapter 2, Recommendations 54-57, p. 39. 
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and retain highly qualified teaching staff depends on the facilities available 
for research and the provision of sufficient funds to finance the research 
activities of university personnel. Since the supply of health personnel must 
expand to meet the needs of the Canadian people, there must also be 
available the appropriate laboratories, libraries, equipment and ancillary 
personnel that will enable the supply of qualified instructors to be 
expanded. 

The quality of medicine is also improved by the expansion of clinical 
research. The quality of health care, as exemplified in the treatment that 
patients receive, is vitally dependent on the clinical research carried out in the 
teaching hospitals of the universities or those hospitals associated with medical 
schools. It is here that standards of care are set, improved and tested. It is 
therefore also necessary that the facilities for clinical research be expanded 
and that funds be made available to support this type of research. 

Finally, even though students may not themselves enter a full-time 
teaching or research career, there is great value in participating in research 
in the health sciences since it broadens their minds, increases their compre- 
hension, and by its inherent discipline helps to raise the level of all aspects 
of their subsequent practice. It is self-evident that experience and training in 
scientific investigation are essential at an early stage in the education of those 
students who intend to spend their lives either in fundamental research or in 
the investigations of disturbances of body and mind. 

The universities are the focus of fundamental investigation and of 
scientific instruction in Canada. At this stage of Canada’s development, few 
health scientists would quarrel with the view that research should be con- 
centrated in these institutions. Universities are more than the custodians 
and communicators of knowledge; they are the well-springs of new 
knowledge. The relationship between the transmission and the advancement 
of knowledge must be a close one. There must be an appropriate balance in 
education in the health sciences with proper stress on research and an 
emphasis on the function of teaching and training health personnel. 

If this is not maintained, both the quality of the work of health 
professionals as well as the number available to care for Canadians will be 
reduced. If such a situation is to be avoided there must be sufficient funds 
forthcoming to ensure that the facilities and operating revenues are provided 
both to attract young Canadians into health research and to ensure that our 
eminent scholars do not go elsewhere for lack of opportunity at home. Our 
recommendations are such as to ensure that the quality of Canadian health 
care, in so far as it is dependent on health research, continues to improve. 
To achieve this goal the facilities and the manpower must be made available 
with all possible speed. 
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HEALTH SCIENCES RESEARCH COUNCIL 
Organization 


Because of the importance that we attach to health research and 
because of the interdisciplinary implications of health research associated 
with the Health Services Programmes, we recommended in Volume I of 
this Report that the Medical Research Council be broadened by appropriate 
legislation to include all fields of health research and renamed the Health 
Sciences Research Council.1 As so reconstituted the Council would become 
the principal advisor to the Government of Canada in the planning and 
support of health research and the allocation of research funds, and its ex- 
panded services would be available to provincial governments, voluntary 
health associations, and universities. 

Since many new disciplines have been added to the traditional health 
team, we also recommended that there be provision in the membership of the 
Council for the appointment of outstanding persons from the health and 
other professions.2 We further recommended that an outstanding “layman”, 
not connected with any particular health service programme or agency, should 
be appointed chairman when a vacancy occurs.3 The advantage to the 
Council of such an arrangement would be that not only would the chairman 
be completely objective and impartial as between disciplines, but as one who 
has no financial or professional interest in the budget which he presents, 
he could press the case for the funds the Council thought necessary. 

One essential aspect of the organization of the Council is to ensure 
its independence with respect to the many institutions, agencies and govern- 
ment departments now involved in the health field. If the Council 
is objectively to evaluate health programmes, whether public or private, the 
activities of individuals, whether scientist or administrator, and health institu- 
tions, whether voluntary, government or otherwise, it must be independent. 

We can depend upon the chairman and the members of the Council 
to protect its independent status, but rather than place the Council under 
the direction of a federal minister we feel that the chairman should report 
to the Committee of the Privy Council on Scientific and Industrial Research. 
This Committee, which was established in 1916 under the same Order in 
Council as the National Research Council, consists of ten Ministers of the 
Crown, and has specific responsibility for the supervision and co-ordination of 


1§ee Volume I, Chapter 1, pp. 79-81, and particularly Recommendations 177-185. 
2This pattern is also followed by the National Institutes of Health (U.S.A.), and by 


the Medical Research Council of Great Britain. ee a's 
3 While the Chief Executive Officer of the Medical Research Council in Great Britain, 
Sir Harold Himsworth, is a medical scientist, the Chairman has invariably been a prominent 


layman. 
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government research, and for the foundation of broad policies on govern- 
ment research and development expenditures. Although there would be 
no direct organizational link between the Council and the Department of 
National Health we envisage that there would be, in practice, a close working 
relationship between the two agencies. We envisage also the closest co-opera- 
tion with all other health agencies and organizations, particularly the Health 
Planning Council of Canada, the provincial departments of health, health 
services commissions and health planning councils, the professional bodies 
representing health personnel, and the Dominion Bureau of Statistics. The 
success of the Council will be evident in the free flow of information between 
all these bodies and the results that will flow from their united efforts. 

Finally, we have recommended that the Council should be authorized 
to appoint its own research director (or directors), medical, dental, and 
other professional staff and to set up any technical advisory committees it 
requires. 


Functions 


As we outlined in Volume I, without restricting the general terms 
of reference we proposed for the Council, we envisaged the following as 
among its specific functions: 


(1) Be responsible for the administration of research grants in the health 
sciences. 


(2) Conduct, and provide grants for research in the medical, dental, bio- 
logical and related sciences, basic drug research, public health and 
any other scientific research including research in the social sciences 
relating to health, and the publication of research results. 


(3) Conduct and provide grants for research into alcoholism and drug 
addiction including psychological and social research. 


(4) Provide an increased number of research fellowships, research asso- 
ciateships and assistantships in medical, dental, pharmacy, public 
health and university nursing schools. 


(5) Support research concerning the most effective training and use of 
health workers. 


(6) Participate in developing and maintaining a continuing system of 
health statistics in Canada including a dental health index and 
special studies for the assessment of current health problems and 
their trends. 


(7) Carry out medium-term and long-term projections of Canada’s needs 
for health personnel, facilities, research and organization on behalf 
of the Health Planning Council of Canada. 
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(8) Evaluate intramural research conducted by departments of the Gov- 
ernment of Canada in the area of medical and related scientific 
research. 


(9) Conduct or provide grants for research studies evaluating the effec- 
tiveness of the various elements of the health services programme 
as a way to improve the quality of health care Canadians receive. 


Most of these functions need no further comment. For a few some 
further explanation is necessary. 

First, our recommendations relating to the support of health research 
indicate that the Council should conduct and provide grants for research 
in the medical, dental, biological and related sciences, basic drug research, 
public health and other scientific research including research in the social 
sciences relating to health. We do not, however, envisage that the Council 
would conduct its own research programme in the areas of medical, dental or 
pharmaceutical research in the immediate future.! The shortage of trained 
personnel is such that the needs of the universities must be met before develop- 
ing any type of health institute. When the new and expanded medical and 
dental schools are staffed appropriately, the Council could then review the 
advisability of developing a national institute of health. This does not mean 
that medical, dental, or drug research will not be conducted at the federal 
level. Those federal departments, such as the Department of National Health 
and Welfare, which now conduct research would continue to do so in the 
future and the Health Sciences Research Council will participate in this 
development by evaluating intramural research conducted by departments. 

Second, although the ability of the Council to perform its functions 
in the area of medical, dental and drug research is evident, the same may not 
be true for some time in the areas of the behavioural sciences. 

With the broadening of its functions from medical to health research 
the Council must conduct or support research into the extent of illness and 
the measurement of good health, the social aspects of health and illness, 
their economic implications, and particularly the evaluation of health services 
and programmes. This evaluation must become an integral part of the Health 
Services Programmes and all their component programmes in order to achieve 
and maintain a high quality of the services rendered. In these areas the 
Council should look forward to conducting some of its own research and 
would therefore require staff from a variety of fields including medicine, 
dentistry, psychiatry, psychology, sociology, nursing, economics, statistics 


1 Although it is difficult to classify public health research into medical or social research 
we envisage that the Council, in the initial stages of its operations, would limit its activities 
to the latter. 
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and mathematics, and others, all of whom would need to be trained in the 
method of evaluation of health research. These methods are not those of the 
basic science laboratory, but have been developed mainly in the area of the 
behavioural sciences. For example, the evaluation of the effect on the popu- 
lation of a particular health education programme would require the research 
skills of the sociologist; but to estimate the impact of, say, the National 
Hospital Insurance Programme on hospital standards and utilization, would 
require the combined knowledge and research skills of a physician, an econ- 
omist and a sociologist. In time the nucleus of the skills required to under- 
take such research could be available to the Council within its own staff but 
in order to facilitate its research operations, the Council should provide 
grants to suitably qualified persons or groups of persons outside the Council 
who would undertake specific projects either within a university or in some 
other context. A fellowship programme should also be instituted in order 
to train qualified personnel in the skills required for this type of research." 

Third, the Council which will form an essential part of the future 
health organization must be responsible to a large extent for the flow of 
information among the various health organizations. Among the information 
vitally necessary for research in the sciences as well as operational research, 
we have singled out one area, that of statistics. This is a field we found 
sadly neglected in this country,? and in the following chapter we have out- 
lined our views regarding the development of a systematic and co-ordinated 
approach to the problem of health statistics in Canada. 

In this context we also envisage that the Council either carry out, 
or have carried out on its behalf, medium- and long-term projections of 
Canada’s need for personnel, facilities, research and organization on behalf 
of the Health Planning Council of Canada. In the development of these 
projections, the Council will have the assistance of the Department of 
National Health and Welfare, provincial health planning councils, and health 
services commissions, but the over-all needs of Canada must be assessed by 
the Health Sciences Research Council which would be the only body with 
access to all available data. 


Private Donations for Health Research 


We have already outlined the sources of funds available to the Health 
Sciences Research Council for the conduct of its activities.* With the in- 
creased funds available through the Medical Research Council Grant, with 
the extramural research grants of various government agencies now allo- 
cated through the Health Sciences Research Council and with the funds avail- 


1The publication of worthwhile research results should be encouraged. 
* See Volume JI, Chapter 2, Recommendations 184 and 186-189. 
3See p. 119. 
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able from the administrative budgets of the Health Services Programmes, the 
Council would have the financial resources to Carry out its responsibilities. 

In addition to these government sources of funds we have also recom- 
mended that the Council be authorized to hold and to disburse funds re- 
ceived from other sources such as individuals, corporations or foundations. 

In this area we visualize legislation similar to that governing the 
Canada Council which is empowered to “acquire money, securities or other 
property by gift, bequest or otherwise and may ... expend, administer or 
dispose of any such money, securities or other property . . ., subject to the 
terms, if any, upon which such money, securities or other property was given, 
bequeathed or otherwise made available to the Council”’.? 

The various types of benefactions to the Canada Council comprise: 
(1) unconditional grant where both the principal and income may be dis- 
bursed at the discretion of the Council; (2) conditional as to principal which 
specifies that the principal be kept intact though merged for investment pur- 
poses with the capital of the Endowment Fund while the income may be 
spent as the Council sees fit; (3) conditional as to purpose where the bene- 
factor stipulates the particular art form or academic discipline on which the 
funds are to be disbursed; and (4) conditional as to identity of fund where 
the terms specify that the proceeds be given as an award designated by the 
name of the donor or some other of his choice.? 

It is implicit in our Recommendation 178 that the cost of administer- 
ing donations and bequests from private sources be borne by the Health 
Sciences Research Council, thus assuring donors that the full amount of the 
fund will be devoted to research. With the implementation of these measures 
there will no doubt be a further stimulus to the support of health research 
on the part of corporations and private citizens. 

The role of the Health Sciences Research Council in establishing the 
priorities for health research will be very great. With its responsibility for 
the allocation of funds and through its advisory committees representative 
of all health sciences, it cannot but be aware of the areas in which research 
effort must be intensified. The co-operation of those organizations con- 
cerned with research already has been achieved to a considerable extent 
by the informal consultation between university research workers, government 
research personnel and the staff of voluntary organizations concerned in 


these areas. The Council will provide the framework within which future 
Tesearch activities can continue to be co-ordinated. Canadians thus will be 


*See Volume I, Chapter 2, Recommendation 178. 
* Statutes of Canada, 5-6 Elizabeth II, Chapter 3, Canada Council Act. 


*The Canada Council, Private Benefactors and the Canada Council, Ottawa: Queen’s 
Printer, 1962, pp. 8 and 9. 


* See pp. 100 and 101. 
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assured that they are getting the greatest possible return from their invest- 
ment in health research. 


CONCLUSION 


Health research is essential to health progress. We need in Canada 
more and better research and a fully integrated programme to advance our 
knowledge and to train the scientists and professional personnel we shall 
require. We thereby set into motion a cumulative process: more research, 
greater knowledge, new means of maintaining health and combating illness, 
improved and higher quality health services, better health, rising levels of 
living and incomes, which in turn enables us to devote more of our income 
to health research, starting a new spiral of the cumulative process. 

The benefits of this cumulative process are so numerous to the in- 
dividual, to the professions and to the nation as a whole that we cannot 
afford disorganization, lethargy or improvisation in the development of a 
health research programme in Canada; instead, we need vision, initiative, 
co-operation and long-term planning to guide us in implementing a health 
research programme comparable in breadth and scope, though not necessarily 
in extent, with the best pursued by other economically advanced countries. 

We have scientists and we will develop more of them. We have the 
economic means and we will develop even greater wealth in the future. All 
we need is the will to proceed with a programme of comprehensive health 
research which will bring manifold benefits to the Canadian people. 

To indicate the importance which we are attaching to the role of 
health research in a health care programme for Canadians, 58 of the 200 
recommendations which we have made in Volume I have a bearing both 
on this subject and the education and the training of the professions who 
will be entrusted with the implementation of a continually expanding and 
effective health research programme in Canada.! We now make three addi- 
tional recommendations to ensure that the funds available will be sufficient 
to support the expanding research programme in the health field. 


The Commission recommends: 


220. That, in the provision of educational facilities for health professional 
personnel at research institutions, medical schools, dental schools, 
schools of public health and schools of nursing, adequate library facili- 


1The measures we propose pertaining to construction of health research facilities in 
universities and hospitals, and to the need to discover, train and support investigators in the 
health field will be found in Volume I, Chapter 2, Recommendations 2-6, 13, 21-23, 28, 
80, 93, 94, 115, 128, 129, 132-136, 138-150, 152-159, 161-167, 172-176, 179-182. 
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221. 


222. 


ties be provided to be financed from the Health Facilities Develop- 
ment Fund and the Health Professions University Grant. 


That, over the period 1966-1971, the grants made by the Federal 
Government towards the operating budget of the Health Sciences 
Research Council be progressively increased by $3 million a year. 


That, where funds are not available from other sources to offset the 
decline in research funds from the National Institutes of Health, or 
if sufficient funds are not forthcoming from voluntary organizations 
and foundations to meet the projected needs in 1971, the defi- 
ciency be met by a further expansion of federal grants to the Health 
Sciences Research Council. 


We recognize that our recommendations will require a substantial 


effort on the part of the federal and provincial governments both in the 
provision of research funds and the facilities required for research and the 
education of health personnel. A particularly heavy responsibility will rest 
with the universities and the Health Sciences Research Council to develop 
and to implement the type of broad programme we have outlined by par- 
ticipating actively and determinedly in a health research programme. These 
institutions, as well as the many others which we have mentioned, will be 
able to help build a healthier nation, thus making an important contribu- 
tion to its future growth, development and happiness. 
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Health Statistics 


Statistics are an essential tool in all phases of research in the health sciences, 
medical and dental research as well as operations research. We single out 
health statistics for separate discussion for several reasons: 

(1) the relative neglect of the field of health statistics in recent years in 
Canada, 

(2) the resultant scarcity of data which time and again hampered our own 
investigations and the lack of organization and co-ordination of 
existing statistics, 

(3) the need for statistical information in the future to evaluate health 
progress and the effectiveness of the recommended Health Services 
Programmes. 


EXISTING SITUATION 


The sources of health statistics in Canada are as numerous and varied 
as the agencies engaged in the provision and administration of health services 
and in health research. Statistics are found in scientific papers and reports 
on special studies, but most of the data are obtained as a by-product of 
programmes administered by public or private agencies. Thus, there are 
statistics from prepayment plans, voluntary organizations, municipal and 
provincial health departments, and hospital insurance agencies. Welfare 
programmes associated with health problems, such as the allowances for the 
disabled and the blind, also yield health statistics as do the registration of 
births, marriages, and deaths which serve as the source of vital statistics. 
Physicians, public health and industrial nurses also collect records which 
means that practitioners, hospitals, clinics, schools, industrial establishments, 
medical and hospital insurance programmes and government health depart- 
ments all possess statistics relating to health in one aspect or another. 

Despite the volume of health statistics collected we have found 
serious shortcomings. There are gaps. On the other hand there is a duplica- 
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tion of effort in such fields as hospital statistics (including statistics on 
hospital morbidity) and the reporting of notifiable diseases. Moreover, there 
is evidence that the analysis of health statistics, from the point of view of 
assessing the needs of the community and the success with which health 
services and programmes meet these needs, has lagged substantially behind 
the collection of data. 

The lack of adequate statistics is evident in all major areas of the 
health field, i.e., the identification and measurement of health problems, the 
assessment of the supply of health personnel and facilities as well as their 
activities, and the study of health economics. If we note many shortcomings 
in this area, it should not be allowed to obscure the fact that many organiza- 
tions do first-rate work in some of these areas. Some provinces contributed 
greatly to our knowledge of the problems that faced us through the use of 
their statistics which were timely and accurate.t The same can be said about 
some of the medical prepayment plans? and the Department of National 
Health and Welfare and the Dominion Bureau of Statistics. 

But as we were concerned with the health problems of the Canadian 
people as a whole, our main need was for national statistics and for data 
showing significant variations among provinces and regions. These were 
difficult and sometimes impossible to obtain. In addition it was not possible, 
in many cases, to obtain data that would permit an evaluation of the effects 
of health programmes in any meaningful way. 

In Volume I of our Report we noted the delays in the publication of 
some statistical series.2 This was largely an administrative problem but one 
which limited the usefulness of the data. We cited the example of our 
national hospital statistics where some series were three or four years old 
by the time they were published. 

The Canadian Sickness Survey 1950-51 is another example of admin- 
istrative inadequacy limiting the benefits of a major project. This was the 
one—and it also has remained the only—attempt in Canada to conduct 
a comprehensive statistical evaluation of the country’s health status. The 
collection of data was completed in 1951, the departments concerned required 
11 years to complete a final report, and even then much of the material 
collected remained unused because resources were not available to process 


1For example in Volume I data from the Manitoba Cancer Treatment and Research 
Foundation were used to illustrate the relationship between incidence and mortality from 
cancer; the Department of Health Services and Hospital Insurance of British Columbia 
provided data on the causes of disabilities of adults and the incidence of carious permanent 
teeth per child in that province; and the Saskatchewan Hospital Services Plan yielded data 
on the rate of hospitalization from various diseases. 

2 The Commission appreciates greatly the co-operation received from Physicians’ Services 
Incorporated, Manitoba Medical Services, and Medical Services Incorporated in making 
available their records. 

3 See Volume I, Chapter 8, p. 329. 
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it. Nor were the methods used in the survey adequately evaluated. Although 
this was an undertaking of nation-wide importance and of great interest to 
other countries, an insufficient effort was made to provide the necessary 
resources of personnel and mechanical equipment to derive the greatest pos- 
sible return from the original investment in the ten provincial surveys that 
made up the project. 

There are other instances of surveys where extensive data were col- 
lected but never processed nor results published.1 Some current series have 
been discontinued rather than improved. For example, statistics of home 
nursing which could have been adapted to a comprehensive study of home 
care services were discontinued at a time when this Commission, and prob- 
ably other organizations, were badly in need of data for the evaluation of 
home care services. 

Similarly, the Dominion Bureau of Statistics discontinued a statis- 
tical series on illness in the Civil Service.2 While this study was sub- 
ject to certain limitations*’—some of which could probably have been 
removed—it was the only study of general illness for a group of some 
140,000 people. The experience of this group is of considerable importance 
in developing policies particularly in industrial health, ie., the health of 
the working population. It offered a unique opportunity to study differences 
in morbidity among various groups of people such as age groups, the sexes, 
people doing different types of work (physically active, sedentary, monoto- 
nous, etc.). Since there are major groups of federal civil servants in all regions 
of Canada, regional differences also could be studied (e.g., the course of 
epidemics). Nevertheless, the series was discontinued because the motiva- 
tion, or the resources to improve it, or both, were lacking. If this is the policy 
of an agency whose statutory obligation it is to produce adequate health 
statistics, one cannot blame hospital insurance and medical care programmes 
and other insurance agencies generally for using available records only for 
analysis directly related to their day-to-day operations. 

We have already referred to mortality statistics, based on the medical 
certificates of death, as the most reliable single indicator of health conditions 
and particularly of historical trends. Nevertheless, these statistics require 
more appropriate analysis to provide an adequate assessment of health 
problems. They must take into account that among older persons and those 
with chronic disease, there may be more than one condition contributing to 


1For instance, a survey of maternity cases in Manitoba, the East York Health Survey 
(a pilot study for the Canadian Sickness Survey), and a height and weight study of Toronto 
school children. 

2 Discontinued with the issue of the 1962 report. 

8It covers a selected population and is limited to certified sick leave (i.e., generally 
of over three days’ duration). 

See Volume I, Chapter 5, p. 141. 
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the death, and not one “underlying cause” which is sometimes selected by 
rather arbitrary criteria. Mental health statistics, despite some improvements, 
continue to be inadequate to provide “sufficient reliable information for 
research, evaluation or planning’”’.1 Tuberculosis statistics could benefit from 
the addition of prevalence data since mortality, admissions to institutions, 
and even the incidence of new cases no longer tell the whole story adequately. 
Finally, historical manpower statistics were so limited in their value that 
major policy questions relating to the expansion of medical, dental, nursing 
and other health education facilities could only be resolved after the Com- 
mission itself had arranged for extensive studies in this area. 

There has been an improvement in certain statistical series in recent 
years. The quality of hospital statistics has been enhanced since the implemen- 
tation of the hospital insurance programme, largely due to the activities of 
the Advisory Committee on Hospital Insurance and Diagnostic Services as 
well as through experimentation by the Dominion Bureau of Statistics with 
computer calculated hospital indicators. Some national or near national hos- 
pital morbidity data have been released but here there is still a considerable 
lack of co-ordination and comparability between different sets of data. Despite 
the general concern over the growing cost of hospitalization and possible 
control measures, we have no adequate information indicating whether there 
is Over-use or perhaps under-use of hospital facilities. Only very limited 
statistics are available on such newly emerging but increasingly important 
patterns of health care as medical group practice, home care programmes or 
rehabilitation services. 

The statistical needs in the health field have not always received the 
low priority that they appear to have received over the past decade. When 
the development of modern public health services called for the guidance 
of statistical information on the incidence of certain diseases, the logical 
steps were taken: a list of the diseases in question was drawn up and through 
an agreement among provincial and federal health departments, and with 
the co-operation of the medical profession, a reporting system instituted. 
The list of these diseases was revised on several occasions to keep pace with 
changing needs. When venereal diseases began to present a major health 
problem during and after World War II, a special reporting system was set 
up to aid in the treatment, follow-up, and case-finding as well as in the 
statistical study of trends. No corresponding effort has as yet been made to 
cope in a similar way with the newly emerging health problems such as chronic 
disease, including mental disorders, accidents, physical and mental handi- 
caps both congenital and acquired, dental disorders, and others. Much is 
said of the need for increased emphasis on positive health, fitness, and the 


1Richman, A., Psychiatric Care in Canada: Extent and Results, a study prepared for 
the Royal Commission on Health Services, Chapter 2, Ottawa: Queen’s Printer (in press). 
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prevention of illness but little effort has been made to define and quantify 
the positive state of health rather than the negative state manifested by 
illness. 

Some, if not all, of the existing statistical projects and series are 
inadequate because there is no effective machinery for their evaluation. The 
records collected by various professional personnel and health agencies have 
not been fully used for the study of health problems in the community. Data 
have not always been obtained with a view to making effective use of modern 
recording and data-processing equipment. Partly, this has been the conse- 
quence of the federal structure of Canada which leads to programmes and 
private and government organizations being organized on provincial lines. 
Partly it has been the consequence of what can only be described as a juris- 
dictional dispute between the two federal agencies responsible for health 
statistics, the Department of National Health and Welfare and the Dominion 
Bureau of Statistics, a situation which was noted by the Royal Commission 
on Government Organization.! This situation, which is discussed in detail 
later in this chapter, appears to have prevented the Federal Government 
from doing all that it could do in this area. 


IMPROVEMENT OF HEALTH STATISTICS 


If the system of health statistics is to meet the needs of Canadians 
it must be improved. Deficiencies must be made good, overlapping must be 
reduced as far as possible, statistics that are collected must be analysed, the 
results published promptly, and obsolete statistical series abandoned.2 Such 
a development can only come about through a thorough reappraisal of what is 
presently being done and the establishment of some body charged with the 
responsibility of ensuring that improvement takes place in the future. We, 
therefore, examine two specific areas in the future system of health statistics: 
first, the types of statistics that need to be collected and the analysis they 
require and second, the organizational structure required. 


Future Statistical Requirements 


Basic to the design of a system of health statistics as well as to its 
component parts must be the recognition that health problems have become 


*The Royal Commission on Government Organization, Volume 3, Chapter 3, Ottawa: 
Queen’s Printer, 1963, pp. 48-51. 

* Before discarding statistical projects which in their present form are no longer useful, 
an investigation should be made to see if they could not be improved, thus making use of 
established procedures for recording and data collection. To establish new recording or 
reporting procedures is often very difficult and time consuming especially where various 
jurisdictions are involved. 
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much more complex than they were in the days when most of the existing 
statistical series originated. When the acute and sometimes epidemic com- 
municable diseases constituted the main health problems, statistics on the 
number of cases and their distribution supplied much of the data needed for 
the study and control of these diseases. It is different with many of the 
major health hazards of today. Chronic diseases are subtle and insidious in 
their onset, of long duration, and often uncertain as to their outcome. 

The new environmental hazards that man himself creates are also 
complex and largely unknown in regard to their effects on health. Radiation, 
air pollution, carcinogenic substances usually require a long time, sometimes 
generations before their ill effects become manifest. While we arbitrarily 
assume that old age starts at age 60 or 65, this is a gross over-simplification 
which tends to obscure the fact that many chronic conditions characteristic 
of an older age group may have their onset many years before old age, 
as defined above, sets in. To study the etiology and epidemiology of these 
diseases and of the environmental factors, we need not only counts of cases 
but also longitudinal studies. 

Case registers should be studied in this connection with a view to 
their wider application. Such registers are already in use for the case-finding, 
treatment, and follow-up in tuberculosis, cancer, mental disease, and physical 
or mental handicaps. The consolidation of existing registers and their expan- 
sion will not only aid in the treatment of these conditions but also provide 
useful statistical data on the incidence, prevalence, and the course of the 
disease covered. 

Another area in which data are limited and where new work could 
usefully be initiated is at the individual and family level in order to determine 
not only unmet health needs but the extent to which individuals and families 
receive various services. The latter can only be measured adequately at the 
point where such services are actually received. Here, household interview sur- 
veys can provide such data as well as the social, demographic and economic 
characteristics of the individuals involved. In the United States this type of 
survey is carried out on a continuing basis but nothing has been done in 
Canada since the Sickness Survey of 1951. 

With the development of universal Health Services Programmes 
such a large-scale programme may not be needed although small-scale pro- 
grammes will continue to serve specific purposes. With the removal of 
financial barriers to health services, the records of the various programmes 
would come much closer to reflecting the health problems of the general 
population than has been the case when services were available only to 
selected groups of the population. From the records of physicians’ services, 
as well as hospitals, morbidity data will become available reflecting general 
morbidity much more completely than hospital records alone now provide. 
Besides, these data will be based on a medical diagnosis instead of relying 


HEALTH STATISTICS 139 


on the individual’s diagnosis as in the case of household surveys. Modern 
means of data processing can greatly facilitate such analysis, if the source 
records are appropriately designed.1 The use of social security or birth 
registration numbers can enhance the possibility of linking health records 
with those of other social insurance programmes and the Census. 


Although an alternative for mass Surveys such as the Canadian 
Sickness Survey or the United States Health Interview Survey would exist 
within Health Services Programmes, sample surveys of households, families, 
or individuals would certainly not altogether disappear from health statistical 
programmes of the future because for certain items of information—such as 
attitudes, social characteristics, etc.—they will remain the only source. 
Sampling will no doubt be used more extensively in routine statistical analysis 
but particularly in an increasing number of individual studies. 


Sampling procedures provide the means of efficiently dealing with a 
great mass of existing data such as will result from the operation of the Health 
Services Programmes. They also form the basis for the scientific selection 
of samples from a large universe from which representative data on certain 
subject matters may be obtained. The universe may consist of individuals or 
families whose habits or characteristics should be obtained. We know little, 
for instance, of such health-related matters as the nutrition status of 
Canadians, their smoking and drinking habits, their recreational activities 
related to both physical and mental health, their symptomatic and asympto- 
matic health defects which do not come to the attention of a physician, to 
mention but a few. Existing sample designs, such as that used in the Labour 
Force Survey, may be used to advantage as a basis for the selection of other 
population samples. 


Sampling techniques are already employed in the observation of certain 
aspects of the environment, such as in studies of radiation and of air- or 
water-pollution. A host of statistics on other environmental factors will 
gradually be collected by sampling techniques. 


In deciding what data to collect in the health field, whether they are 
existing or new series, the purpose they are designed to serve must be borne 
in mind as well as their place in an integrated framework. The purpose may be 
medical or dental research; it may involve the evaluation of the health status 
of the Canadian people and the identification of health problems and their 
trends; or it may concern the administration, planning and evaluation of health 
services. Moreover, to the extent that it is possible, data collected for one 


* Reference is made to the work being done in Canada by H. B. Newcombe in col- 
laboration with the Biology Branch of Atomic Energy of Canada, Ltd.; the Vital Statistics 
Section, Dominion Bureau of Statistics; and the Division of Vital Statistics, Department of 
Health Services and Hospital Insurance, British Columbia. 
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purpose should be in a form that makes them useful for other purposes. For 
example, statistics of hospital patient-days are necessary for the administration 
of a particular hospital. They should also be in a form to permit the evaluation 
of the effectiveness of hospital care. 

It is for this reason that statistics must be collected within a system 
that permits comparison between institutions, regions and even countries; they 
must be collected on the basis of commonly accepted principles of termi- 
nology, concepts and classifications. To compare hospital A with hospital B, 
their statistics must be based on comparable records and methods. To com- 
pare patients treated in hospitals with those treated for the same condition 
outside the hospital, a common classification of diseases must be used, as 
well as common classifications regarding the social and demographic char- 
acteristics of patients. 

Similarly, if health problems are to be identified, statistics must permit 
comparability over space and time. A disease becomes a problem if mortality 
or incidence are higher now than they were in some period in the past, if 
they are higher among one age group than another, higher in one part of a 
country than in another, or higher than the mortality or incidence of other 
diseases. Of equal importance is comparability of Canadian statistics with 
those of other countries: differences in the incidence of diseases in differ- 
ent countries can provide valuable information for the study of the epidemi- 
ology and etiology of diseases; they illustrate the position of our country 
in relation to others; and data from other countries can be used sometimes 
to fill gaps in our own statistics. For all these reasons, the work of inter- 
national organizations, particularly the World Health Organization, is impor- 
tant in the development of uniform standards, definitions, classifications, and 
terminology. Nor is its significance confined to international comparisons. 
The work of the expert committees of the World Health Organization has 
become widely accepted by national agencies. Canada has made consider- 
able contributions to this work in the past. 

It must also be recognized that if health professionals and institu- 
tions that collect health statistics are to provide the appropriate data, and 
that if statistical and other agencies are to collect, process, analyse and pub- 
lish these data in a time period short enough to make them useful, there 
must be sufficient resources, both financial and personnel, to complete the 
tasks. We have provided for the costs of such operations in the administra- 
tive costs of the various health funds and for the development of trained 
personnel through professional training grants and the activities of the Health 
Sciences Research Council. 


The difficulties that have arisen in the preparation of hospital statistics 


illustrate some of these problems, particularly that of the delay in the publica- 
tion of data: 
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(a) It takes time for the collecting agencies to obtain returns from some 
1,200 hospitals in all parts of Canada. The smaller hospitals with a 
limited administrative staff encounter difficulties in completing the 
required returns; some institutions, like many business firms cannot 
see the need or the urgency for reporting. One possible solution 
would be the tightening of the administrative procedures. But it 
should also be established whether the routine returns required under 
the Hospital Insurance and Diagnostic Services Act can reasonably 
be completed by small hospitals. Perhaps administrative arrange- 
ments for groups of small hospitals could be pooled more efficiently, 
or the collecting agency, in the course of following up delayed returns, 
may be able to assist institutions in the completion of the returns. 

(b) The processing of the data involves clerical and mechanical proce- 
dures. The former requires an adequate number of qualified person- 
nel. The machine operations also need personnel as well as the 
necessary equipment and facilities. Both types of resources must be 
adequate to accommodate, without delay, the routine analysis of 
statistics as well as any special projects undertaken from time to time. 

(c) At the subsequent stage of compilation and analysis the requirements 
for personnel stated above also apply. 

(d) Delays in producing statistics occur in the service operations such as 
typing, translating, editing, proof reading and printing. These services 
are often understaffed and as a result health statistical projects have 
to compete with numerous others for priorities. Here again it is a 
matter of providing an establishment adequate to accommodate all 
reasonable demands. If statistics are worth collecting—and about 
this one must be sure—they must be processed and published as 
expeditiously as possible. 


In summary, major improvements are needed in the present health 
statistics. Important new statistical series will have to be introduced to fill 
the gaps that have arisen, partly as a consequence of the greater complexity 
of modern health problems and health services. Existing health statistics 
require careful evaluation. Data from various sources must lend themselves 
to comparisons and co-ordination, and therefore be based on uniform stand- 
ards, definitions, and terminology. There is a need to expand the resources 
to provide essential health statistical services in Canada; shortages of funds 
and qualified personnel must be overcome before any appreciable improve- 
ment can be made in the standards of health statistics in Canada. Statistics 
are a tool, however, and not an end in themselves. 

Care must also be taken that the resources devoted to statistics are fully 
and efficiently utilized. This introduces the organizational aspect of the future 
health statistics system. 

95863—11 
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Statistical Organization 


In a nation in which the responsibility for health programmes rests 
with ten provincial governments the data required to assess these services 
and determine policy at the provincial and national levels must be organized 
as a co-ordinated system of health statistics. 

The original data must come from the individual practitioner, insti- 
tution, or programme. It is obvious, therefore, that much of the data will be 
available to the provincial agencies and that, in a number of instances, they 
will be processed, and statistics produced, by the provinces. And there may 
be instances when collection of health statistics becomes a joint federal- 
provincial project. But, whatever form the organization of health statistical 
compilations takes, the fact remains that it is at the provincial level—particu- 
larly for the purposes of the provincial Health Services Commissions and 
Planning Councils—that an immediate need for regional statistics will exist. 
Physicians, public health and visiting nurses, and hospitals are, of course, 
primarily concerned with providing services to their patients. They should not 
be overburdened with what they might consider as an undue amount of paper 
work. Modern recording methods, however, can substantially reduce the time 
spent in keeping records, and a large volume of the resulting data can be 
processed speedily if modern equipment can be brought to bear in a health 
statistics system. 

The increasing application of electronic techniques to the processing 
of health statistics opens up vast new possibilities not only for obtaining 
additional data speedily, but also for the linkage and co-ordination of exist- 
ing records. It also requires thorough planning to combine the greatest 
possible output with efficient use of available equipment. Because of their 
familiarity in matters of record design, data collection and processing, statis- 
tical agencies should, whenever possible, anticipate the statistical needs and 
advise programme administrators of the necessity to build into their opera- 
tions an effective record system and statistical procedures. Statistical experts 
should not play a passive role but take the initiative by suggesting new uses 
of health statistics for analytical and policy purposes. 

The ability of a province to collect the necessary statistics will 
depend upon its resources, and the assistance which it can obtain from the 
Dominion Bureau of Statistics. If the system of health statistics for Canada 
were to be based on the data that could be produced by the province with 
the least resources, the resulting statistics would be inadequate for other 
provinces and federal agencies. However, with the resources available 
through the Health Services Programmes plus the assistance of the Dominion 
Bureau of Statistics in the collection and processing of statistics as well as 
in the conduct of ad hoc studies and sample surveys, all provinces should be 
able to produce data sufficient for most needs. 
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In an era of rapid and profound changes in health problems and in 
the methods of dealing with them, our knowledge of these problems and of 
the services provided to deal with them must keep pace with these develop- 
ments. In turn these needs must be reflected in a system of statistics that is 
at one and the same time comprehensive and flexible. To attempt to prepare 
a detailed blueprint for such a system of health statistics would be premature. 
This could only be done by careful and thorough planning. But what we wish 
to do is to set out in the pages that follow a broad outline of the objectives 
and possible organization of a health statistical system for Canada. 


A HEALTH STATISTICAL SYSTEM FOR CANADA 


The provision of health services by a variety of professional per- 
sonnel and organizations in ten different provinces is bound to result in a 
multiplicity of record systems. If these are to serve the objectives of medical 
research and evaluation of the quality of health care, a clearing house and 
co-ordinating agency such as the Health Sciences Research Council is 
absolutely necessary. 

In establishing and maintaining a system of health statistics, the 
Health Sciences Research Council must perform an important role. At the 
provincial level statistical requirements will be determined by local and 
provincial health planning councils. Through the advice and guidance of 
the Health Sciences Research Council it will be possible to ensure that in 
meeting their own requirements, the provincial and local agencies produce 
data that are comparable with those produced by other provinces. Since the 
Council’s functions include also guidance and consultation with local health 
planning councils, provincial Health Services Commissions, the Department 
of National Health, and the Dominion Bureau of Statistics and other depart- 
ments of the Federal Government, it will be familiar with the statistical needs 
of all agencies in every province as well as those at the federal level including 
its own, and therefore will be in a good position to formulate proposals for 
statistical co-ordination. 

In the planning and design of health statistics as a system, account 
should be taken of the experience gained elsewhere, notably in the United 
States where the establishment of the National Center for Health Statistics 
permits the integration of statistics from a variety of organizations whose 
activities it is intended “to supplement but not supplant”.1 Within the Center, 


* United States Department of Health, Education, and Welfare, Public Health Services; 
Final Report of the Study Group on Mission and Organization of the Public Health Service, 
Washington: United States Government Printing Office, 1960, p. 18. 
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the basis of general’ health statistics is the National Health Survey which 
includes as one of its main components a household survey. 

Evaluation procedures too must be built into the Health Services 
Programmes to facilitate a continuing assessment of the quality of care 
provided and the effectiveness with which this is accomplished. In carrying 
out its responsibilities at the local, provincial and federal levels the Health 
Sciences Research Council will be able to offer guidance to the Provincial 
Health Services Commissions in their evaluation of health services program- 
mes. A co-ordinated system of health statistics is a vital part of any evalua- 
tion study. The Council’s efforts in establishing and maintaining such a 
system will enable it to discharge effectively its responsibility for conducting 
or providing grants for research studies evaluating the effectiveness of the 
various elements of the Health Services Programmes at the national level. 

Before a co-ordinated system of health statistics can operate effec- 
tively at the national level the present jurisdictional dispute between the 
Department of National Health and Welfare and the Dominion Bureau of 
Statistics must be resolved.” 

The statistical activities of the Research and Statistics Division of 
the Department of National Health and Welfare are divided between studies 
undertaken by the division itself and statistical services and consultation 
provided to other branches of the Department, to other agencies and to the 
provinces. It has collected or analysed statistics regarding certain health 
problems and matters of health economics, as well as government and 
voluntary health care services. In addition, the Department has been respon- 
sible for the collection of data needed for the administration of various health 
grants, including the grants made under the Hospital Insurance and Diagnostic 
Services Act. 

The principal statistical agency in Canada which is concerned with 
the collection, processing and publication of health statistics, without being 
responsible for the operating or administration of a specific health programme 
is the Health and Welfare Division of the Dominion Bureau of Statistics. 
The Division routinely produces and publishes for Canada vital statistics, 
hospital statistics, mental health and tuberculosis statistics, and statistics on 
notifiable diseases.* Besides its publication programme, the Division answers 


1 These are statistics relating to health and health services generally, without being limited 
to specific programmes, particular diseases or health problems, or certain population groups. 

2 Other federal agencies responsible for the production of health statistics are the 
Department of Veterans Affairs and the Department of Labour. The Department of Veterans 
Affairs produces statistics relating to its health services and the Department of Labour provides 
statistics relating to vocational rehabilitation and work accidents. The principal statistical 
agencies are the Department of National Health and Welfare and the Dominion Bureau 
of Statistics. 

3 With three sections dealing with health statistics: Institutions Section, Public Health 
Section, and Vital Statistics Section. 

‘For a detailed list of the Bureau’s publications see Current Publications—Dominion 
Bureau of Statistics 1960, Ottawa: Queen’s Printer, 1960, and supplements. 
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requests for statistical information. Its work is supplemented by other divis- 
ions of the Bureau which produce data on the demographic and social aspects 
of the Canadian people. In the field of vital statistics the Bureau operates 
under a formal Federal-Provincial agreement within the Vital Statistics 
Council, established by Order in Council. In other areas of health statistics, 
the basis for collaboration with the provinces is limited to personal contact, 
ad hoc committees, and participation in working groups of the Department 
of National Health and Welfare. 

During a period of rapid development in the health sciences and 
emergence of new patterns of health services, the lack of understanding and 
co-operation between these two departments has limited the necessary corre- 
sponding development of health statistics. Rather than dwell on the reasons 
for the present unsatisfactory situation, we would like to offer some con- 
structive comments. 

The Royal Commission on Government Organization (the Glassco 
Report) has taken note of the existing jurisdictional problem and recom- 
mended that it be settled by the Treasury Board. It recommended generally, 
in regard to all national statistics, complete integration and co-ordination of 
the statistical system under the Dominion Bureau of Statistics.1 At the same 
time, it stated that “the departments should be free to collect and process 
certain kinds of statistics themselves,”? but this should be confined to rela- 
tively small-scale work of experimental nature. The Glassco Report also 
observed as an obstacle to effective collaboration between the Dominion 
Bureau of Statistics and other federal departments, that the Bureau has a 
statutory obligation to collaborate with all departments on statistical matters 
without a corresponding obligation to collaborate on the part of the other 
departments. There the matter rests—unresolved. 


*The Royal Commission on Government Organization, Volume 3, Ottawa: Queen’s 
Printer, 1962, p. 38. 

ibid. p41. 

8 Ibid. 

“The Dominion Bureau of Statistics is a federal agency whose sole function is the 
production of statistics, without any responsibility for formulating policies or administering 
specific programmes. 

The Statistics Act (1948, c. 45, s. 1, as amended), revised Statutes of Canada, 1952, 
Volume IV, Chapter 257, establishes under the Minister of Trade and Commerce the Dominion 
Bureau of Statistics whose duties are: 

“to collect, compile, analyse, abstract and publish statistical information relative 

to the commercial, industrial, financial, social, economic and general activities 

and condition of the people; 

“to collaborate with all other departments of the government in the collection, 

compilation and publication of statistical records of administration according to 

any regulations; 

“to take the census of Canada as provided in this Act; and 

“generally to organize a scheme of co-ordinated social and economic statistics 

pertaining to the whole of Canada and to each of the provinces thereof.” 

The Act contains strict provisions for the preservation of the confidentiality and secrecy of 
Statistical returns made to the Bureau. 
(Continued on p. 146) 
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This unsettled state of affairs manifests itself even in the field of 
hospital statistics which, on the whole, represent one of the few instances 
where some progress has been made. In this area, as in others, both federal 
agencies make diverse claims for jurisdiction, often leading to either conflicting 
or competing requests to the service agencies, resulting in a good deal of 
duplication in the work on the one hand and slow progress on the other. 
The Bureau’s position is based on the provisions of the Statistics Act, the 
Department’s claim on its Minister’s responsibilities under the Hospital 
Insurance and Diagnostic Services Act. It appears to us that the basic ques- 
tion here is: should there be a central statistical agency like the Bureau or 
should each department concerned with some special area, such as the 
Department of National Health and Welfare, collect its own statistics? 

There are pros and cons on either side.t The Glassco Commission 
has reviewed this matter and decided in favour of retaining and strengthening 


1A central statistical agency being divorced from policy-making decisions may be 
more objective and better suited to gear its programme to the statistical needs of all potential 
consumers, not only those of the federal department concerned; it provides an opportunity of 
integrating various statistical series (important also in connection with record linkage and 
sample design) and of generally organizing “a scheme of co-ordinated social and economic 
statistics pertaining to the whole of Canada and to each of the provinces thereof”, as the 
Statistics Act puts it; it can better implement uniform concepts and classifications; it can more 
efficiently use resources of personnel and machines required in modern data processing. 
The subject matter department, on the other hand, has closer contact with the field, may 
be better aware of statistical needs, and be in a better position to proceed with statistical 
projects of its own without competing for priorities with statistical projects in other fields. 
In particular, it may be aware of the need to undertake a specific analysis at a particular 
moment of time, an awareness that arises from the need to evaluate objectives and formulate 
new approaches to problems. 


4 (Continued from p. 145) 


In addition to the foregoing general description of the duties of the Bureau, the Act 
specifies the following areas in which the Bureau shall produce statistics: 
Census of population and agriculture; 
Census of industry, construction, trading and service establishments, etc.; 
Carriers and public utilities; 
Criminal statistics; 
The Act further lists the following matters in particular, on which the Bureau shall 
“collect, compile, analyse, abstract and publish statistics: 
(a) population; 
(b) births, deaths, marriages, divorces; 
(c) epidemiology, morbidity; 
(d) immigration and emigration; 
(e) employment, unemployment, payrolls, man-hours; 
(f) agriculture, horticulture, dairying, cold storage; 
(g) factories, mines and productive industries generally; 
(h) education; 
(i) public and private finance; 
(j) wholesale and retail trade and supplying of services; 
(k) hospitals, mental institutions, tuberculosis institutions, charitable and benevolent 
institutions; 
(1) prices and cost of living; and 
(m) any other matters prescribed by the Minister or by the Governor in Council.” 
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the Bureau as the agency principally responsible for the collection of data. 
Accepting this judgment, how can the Bureau’s role in the health field be 
clearly established and defined? 

The enumeration of the Bureau’s functions in the Statistics Act is 
bound to be dated by conditions at the time of the promulgation of the Act. 
It leaves open the responsibility for the collection of other health statistics 
such as medical care, home care and the social and economic implications 
of health and ill-health. These obviously cannot be divorced from epi- 
demiology, morbidity, births, deaths, and hospitals. An amendment of the 
Act referring to health statistics in general rather than selected aspects of 
such statistics appears necessary. We agree with the Glassco Report that the 
Department of National Health and Welfare also will have to pursue some 
statistical activities. The division of labour, however, cannot be achieved by 
a listing of subjects to be dealt with by each agency because it will often 
be a question of scope rather than of subject matter. The aforementioned 
criteria contained in the Glassco Report would seem to be a logical guide 
but they cannot be more than a guide and they can be workable only if 
there is understanding and the will to co-operate on both sides. 

Such an understanding is necessary because the Bureau cannot hope 
to produce adequate and useful health statistics without the support of the 
Department. Nor can the latter economically fill the gap without the Bureau’s 
statistical resources. The Health Services Programmes cannot afford the luxury 
of duplicating statistical services. 


We are fully confident that the department heads can create a climate 
of collaboration or failing this that they can be directed to do so by Treasury 
Board. The Bureau must, of course, accept and carry out its full responsibility 
with regard to health statistics while meeting the requirements of the Depart- 
ment of National Health and Welfare and other agencies. Claiming wide 
responsibility for health statistics while rejecting requests for statistical assist- 
ance on the grounds of lack of resources does not solve the problems Cana- 
dians face and with which the operating government departments are called 
upon to deal. The Bureau’s needs for resources in terms of well-qualified 
professional staff (both in the subject matter field and statistical methodology) 
technical and clerical staff, modern mechanical equipment, and also the proc- 
essing services! must be established and met if the statistics produced are to 
be adequate in coverage, quality, and timeliness. * 

We visualize, however, that two measures may be necessary to 
enable the Bureau to fulfil its functions. We believe there is some merit in 
the complaint made by the Department of National Health and Welfare and 


1For example, typing, translation, editing, proof-reading and printing. 
2See Volume I, Chapter 2, Recommendation 188, p. 83. 
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other health agencies that the Bureau with its multi-subject obligations rele- 
gates health statistical projects to a lower priority than they would receive 
otherwise. The Bureau, like any other government agency, has to function 
within a budget and within its limits has to accommodate demands for 
statistics from the various government departments and the public at large. 
When the question of priority between different projects arises, it should 
not be left to the Bureau to decide which should be carried out and which 
postponed or curtailed. It strikes us that an agency similar to the Central 
Commission of Statistics in the Netherlands could be a useful method “to 
protect government departments, the public and scientific institutions from 
improper interference with the collection and publication of statistics, and to 
maintain the objectivity and high scientific standards of the Bureau’s work 
programme”.? 

We have already stated that a second prerequisite for the Bureau’s 
proper function in the health field is some agency to determine the country’s 
health statistical needs including those of the Department of National Health 
and Welfare as well as of other institutions or agencies. An agency of this 
type existed in Canada in the form of the Medical Advisory Committee to 
the Dominion Statistician.2 This, unfortunately, has been allowed to pass 
into oblivion leaving the Bureau without effective liaison with the health 
agencies. We visualize that the Health Sciences Research Council will per- 
form this function in the future. It would not only advise the Dominion 
Bureau of Statistics on the extent of the need for various types of health 
statistics, but it would also maintain close liaison with the Bureau to deter- 


1The Netherlands Central Bureau of Statistics: Organization, Functions and Activities, 
The Netherlands Government Printing Office, The Hague, 1960, p. 9. 


Nore: The Netherlands has a Central Bureau of Statistics which is attached to the 
Ministry of Economic Affairs. The above quoted description of its functions also notes that 
only the Central Bureau of Statistics collects, compiles and publishes statistical information 
pertaining to all social, economic and cultural activities in the country; and adds that with 
regard to a number of administrative (“secondary”) statistics, the work is performed in 
co-operation with other government departments. This is the kind of co-operation which 
should prevail, for instance, in the field of hospital statistics. 

In regard to the Central Commission of Statistics in the Netherlands, the statute 
provides (Art. 2): 

“The Bureau cannot undertake any new statistical enquiries, issue new publica- 

tions or discontinue existing enquiries and publications without the consent of the 

Central Commission of Statistics. 

“On its own initiative or on the instruction of the Minister of Economic Affairs, 

the Central Commission of Statistics may instruct the Director of the Central 

Bureau of Statistics to collect, to process and to publish certain statistical data. 

“The Director shall carry out these instructions, except that he has the right to 

appeal to the Minister with respect to instructions given by the Commission on 

its own initiative.” 

In Canada, this could become a function of the Committee of the Privy Council on 
Scientific and Industrial Research. 

?With the Deputy Minister of National Health and Welfare as Chairman and the 
Director of the Bureau’s Health and Welfare Division as Secretary. 
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mine if these needs were being met. If the Bureau failed to meet these needs 
the Council would ascertain the reasons so that it could make appropriate 
recommendations to the officials responsible for the Bureau’s operations. 


CONCLUSION 


In Volume I of our Report we have made certain observations and 
recommendations regarding health statistics in Canada. Because of the im- 
portance of statistical information in the field of health research, as well as 
in the administration of the health services, we have examined this subject 
in depth in this volume. 

The objectives of statistics must guide their collection and process- 
ing, lest they degenerate into wasteful paperwork. The sources of health 
Statistics are as varied as the agencies providing health services. There is a 
great need for co-ordination among these agencies in order to fill existing 
gaps, to assure comparability, to eliminate duplication, and to provide policy 
makers and administrators with the necessary basic information to make wise 
decisions and to carry them out. 

This leads us to the recommendation! that the Health Sciences 
Research Council take a positive role “in developing and maintaining a 
continuing system of health statistics” including a dental health index. Health 
statistics can achieve maximum usefulness only if the experience of one 
programme, one area, one practice or institution can be compared with 
others or with some accepted norm which, in turn, may be the average for 
the universe of programmes, areas, practices or institutions. The linkage of 
records and statistics assumes increased importance the more complex the 
health problems and services become. All this requires basic uniformity, 
comparability, and co-ordination of statistics. Statistical requirements will, 
therefore, often go beyond the needs of a particular agency in its day-to-day 
operation. 

The health statistical system of the future will have to serve the 
needs of the operating and financing agencies as well as those of the Health 
Services Commissions, the Health Planning Councils, and the Health Sciences 
Research Council. 

This will require the co-operation of all the agencies concerned with 
the production of the source data, the collection, compilation and publication 
of statistics, and the use of these statistics. Flexibility still will have to be 
maintained in order to meet the statistical needs at the various levels and to 
adapt statistical projects to changing needs. At the federal level, the produc- 


See Volume I, Chapter 2, Recommendation 184, p. 81. 
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tion of statistics by the Dominion Bureau of Statistics must be reconciled with 
the needs of the Department of National Health and Welfare and other 
agencies. In particular, we have recommended closer co-operation between 
these two main federal agencies concerned with health statistics. Their respec- 
tive needs are not conflicting and we are confident that they can be resolved 
in a constructive manner. 

In view of the great and continuing advances of scientific knowledge 
and technology in the field of statistics, it will be of the utmost importance 
that health statistics be designed to take full advantage of progress in this field. 
This will render possible many useful projects which in the past would have 
been unrealistic or too costly. It will provide more adequate and more up- 
to-date information than could be produced previously. At the same time the 
use of modern recording methods will ease the task of obtaining source data, 
and data processing and record linkage will, with the same amount of clerical 
work, or less, produce more and better statistics. 

Thorough and continuing planning is needed to accomplish these 
objectives and to ensure that health statistics provide the answers to the ques- 
tions arising in the sciences and to facilitate the planning, formulation, opera- 
tion, and evaluation of health services. If this is done, the possibility of 
achieving the best possible health care for Canadians will be much enhanced. 


6 


Voluntary Health Organizations 


INTRODUCTION 


The substantial growth of voluntary health organizations in Canada and 
the support they receive reflects the increased concern of our society for the 
health of its citizens, and the belief that voluntary organizations can play 
an effective and responsible part in the provision of good health care. Public 
participation both financial and personal has increased steadily in organiza- 
tions engaged in the promotion of health; the prevention of illness; the 
discovery, treatment and rehabilitation of the victims of disease and dis- 
ability; the stimulation of scientific research; and the training of health 
personnel. 

In Volume I of this Report we have referred to the significant con- 
tributions of voluntary organizations in the provision of health services for 
Canadians. Here we wish to examine this contribution in more detail, particu- 
larly the growth of various voluntary organizations, the services they provide, 
and the ways in which they are organized and financed as a prerequisite 
to an examination of their future role in the Health Services Programmes. In 
essence, we are presenting in this chapter an assessment of the past, present, 
and probable future roles of voluntary health organizations in Canada. 

In our discussion we have dealt with the major activities of voluntary 
organizations but we have excluded voluntary hospitals and charitable 
foundations. It must be emphasized, however, that limitations of the avail- 
able data prevent us from developing a detailed analysis of every organiza- 
tion. However, more information on individual voluntary organizations 
appears in the study prepared for the Commission on which this chapter 
is based.? 

We have not specifically analysed the services of voluntary organiza- 
tions according to whether these are provided free of charge to the patient 


*Govan, E. S. L., Voluntary Health Organizations in Canada, a study prepared for the 
Royal Commission on Health Services. Ottawa: Queen’s Printer (in press). 
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or at a price. A shift of emphasis is taking place in that these organizations 
no longer provide services solely for the indigent but tend to provide them 
for all those needing such services, regardless of their income or means. 
With the implementation of the Health Services Programmes the role of the 
voluntary organizations should remain essentially unchanged though personal 
health services provided under the programmes will be paid for from their 
funds. 


DEVELOPMENT OF VOLUNTARY ACTIVITIES 


The establishment of voluntary organizations to provide health serv- 
ices for Canadians began before Confederation. Community nursing, one 
of the earliest functions of voluntary organizations, was begun more than 
a century ago by religious orders in Quebec,! and the Nazareth Institute for 
the Blind was founded in Montreal in 1861. Schools for the blind were 
established in Halifax in 1870 and in Ontario in 1872 but the major impetus 
to the growth of voluntary agencies did not come until the end of the nine- 
teenth century when the first national voluntary health organizations were 
established in Canada. These organizations began as outgrowths of organiza- 
tions which had developed in the United Kingdom. Thus the Canadian Red 
Cross Society was first organized in 1896 as an overseas branch of the 
British Red Cross Society to provide aid to the sick and wounded in war,” 
the Victorian Order of Nurses was founded in 1897 with maternal and 
infant welfare as its primary objective, while branches of the St. John 
Ambulance Association were organized in various provinces to provide first- 
aid courses with a national organization being established in 1910. In 
1896, the National Sanitarium Association was established by physicians 
and laymen to provide services for residents of Ontario. The medical profes- 


1Byen before the middle of the nineteenth century voluntary organizations had imple- 
mented some of the principles of care in the community, continuing care, and rehabilitation. 
They were mostly conceived as welfare organizations and operated on a local basis. The 
following are but a few examples of such early agencies in Quebec. In 1843, the Azile de la 
Providence was founded in Montreal with home visits to the needy sick as one of its 
objectives. The same is true of the Convent Bethléem, founded in 1868. The Institution des 
Sourds-Muets, founded in 1848, provided instruction to the deaf-mutes in Montreal. Both the 
aforementioned Azile de la Providence and the Father Dowd Memorial Home, the latter 
founded in 1868, provided homes for the aged. Commencing in 1848, illegitimate children 
born at the Hépital de la Miséricorde were taken care of by the Créche de la Miséricorde. 

2 Porter, McKenzie, To All Men—The Story of the Canadian Red Cross, Toronto: 
McClelland and Stewart, 1960. In 1885, at the Battle of Batoche during the Saskatchewan 
rebellion, Dr. G. S. Ryerson, surgeon of the Tenth Royals, improvised the Red Cross insignia 
which he used on the battlefield while caring for the wounded. This was the first Red Cross 
flag flown in Canada. Dr. Ryerson was later instrumental in the establishment of the Canadian 
Red Cross Society. In 1896, the Canadian Branch of the British Red Cross Society was 
established at a meeting held in Toronto under the chairmanship of Dr. Ryerson and attended 
by Sir Frederick Borden, Sir Charles Hibbert Tupper and Colonel J. B. Maclean. 
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sion took a leading role in developing a national organization for the control 
of tuberculosis, and in 1900 the Canadian Tuberculosis Association was 
established.t In 1908, Catholic women established the St. Elizabeth Visiting 
Nurses’ Association in Toronto. All these were responses to health problems 
which were outstanding at the time. 

The First World War provided a further impetus to the growth of 
voluntary agencies. In 1917, the Canadian National Institute for the Blind 
was organized under the inspired leadership of Col. E. A. Baker, a blinded 
war veteran who had undergone some rehabilitation at St. Dunston’s Hospital 
in England and who had joined the Braille Library in Toronto on his return. 
Through his ability to interest influential citizens he was able to obtain a 
national charter and remained as general secretary of the organization which 
promoted a national network of services for the blind and to some extent 
provided a model of comprehensive services to a group of the handicapped. 

During and immediately after World War I the medical profession and 
laymen established an agency designed to combat the spread of venereal 
disease. Later this organization became the Health League of Canada with 
the primary function of disseminating health information and stimulating 
government action in the field of health. In 1918, the Canadian National 
Committee for Mental Health was established by businessmen to arouse wide- 
spread public support for the more humane care of the mentally ill in 
Canada; eventually this became the Canadian Mental Health Association. 

In the inter-war period there was a slow but steady growth of the 
work of established organizations as well as the development of new voluntary 
agencies to deal with new health problems. In this development, the health 
professions and the general public and governments all played a part. The 
Canadian Red Cross pioneered the development of nursing services in many 
of the provinces and provided funds for many other voluntary agencies, while 
urging and assisting in the establishment of local health units. For example, 
when a public health nursing course was established at Dalhousie University 


*The Canadian Tuberculosis Association indicates that the founding dates of the 
provincial branches of the Canadian Tuberculosis Association were as follows: 


British Columbia Tuberculosis Society ...........0ccccccecceeesceeereees 1904 
New Brunswick Tuberculosis Association .......00.00....cccccccceeeeees 1909 
Saskatchewan Anti-Tuberculosis League .0.............0cccccccecceeeeneeeee 1910 
San aro. Board Of Manito sic secbiavesd. yosasedpeawigeece ncoes lewes 1929 
Prince Edward Island Tuberculosis League ...............00cccccccecceee 1936 
Quebec Provincial Committee for the Prevention of 

BRAPOOT CUI 7 eee Be Sari. AA oe el a i eal ee 1937 
PIDCTIA  LUDCTCINOSIS ASSOCIATION « ..< <5 icccs.vsisecoventdsoxdasassesvevervasaseeens 1940 
Newfoundland Tuberculosis Association ..................ccccccceeeeeeee 1944 
SPOTATICM LUDETCUIOSIS “ASSOCIATION | .icsé..cas-sgeghncsanstedacossaveracistsiee toes 1945 
Nova Scotia, Tuberculosis -ASSOCIAGON  sisieecssiccoiecssisiowocnscssnesereas 1946 


These dates are those on which the associations were set up in their present form. Most of 
them, however, had been in being since the very early nineteen hundreds, usually on the 
basis of separate city associations. 
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in 1919, the Canadian Red Cross Society provided scholarships and $25,000 
to maintain several nurses in the field for a year. In addition to assisting this 
and other universities to provide professional training for the public health 
field, the Society undertook in 1923 to establish training courses in home 
nursing for the maintenance of family health by teaching household hygiene, 
health habits and principles of nutrition. As early as 1925 the Toronto branch 
of the Red Cross Society had begun to develop homemaker services 
through the establishment of a planning committee with representatives of 
the medical, nursing, social work and home economist professions. In 1930, 
the Health League of Canada established its Immunization Committee to 
inform the public concerning the use of diphtheria toxoid, while the Victorian 
Order of Nurses began to shift its operations to the provision of nursing 
care in the home for the chronically ill and those discharged from hospital. 
The Canadian Tuberculosis Association meanwhile began to include public 
education as a major aspect of its work. 

Among the new organizations established at this time were those 
interested in the needs of crippled children. Between 1916 and 1922, a 
number of service clubs in Ontario, mainly Rotary, developed services for 
crippled children as their community service project, while in 1922 repre- 
sentatives of these clubs established the Ontario Society for Crippled Children 
to spread this work throughout the province. The Quebec Society of 
Crippled Children developed in a similar fashion. From these provincial 
organizations a national organization was established in 1938 with a federal 
charter under the name of the Canadian Council for Crippled Children. 
Another new organization, Alcoholics Anonymous, was established in 1935. 
This organization was founded on the belief that an alcoholic may be aided in 
his recovery by association with a former alcoholic and that the group rein- 
forces the rehabilitation efforts of the individual. Consequently the organiza- 
tion of A.A. assumed the form of a number of independent groups in different 
communities. 

The representations by voluntary health organizations led to the 
establishment in 1919 of the federal Department of Health. By giving a num- 
ber of financial grants to the nationally organized, voluntary health promoting 
agencies, the Department established and recognized their place in the public 
health field. At the same time provincial departments of health were giving 
increasing help and recognition to the voluntary organizations. In this way, 
over the years, Canada developed patterns of co-operation between voluntary 
organizations, governments and the public. A leader in this development was 
the Canadian Red Cross Society. Having to re-orient itself to a peace-time 
role after World War I, the Red Cross Society, acting as an auxiliary to the 
federal Department of Soldiers Civil Re-establishment, first took on the task 
of helping veterans readjust to peace. 
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Organizations of health professionals in this period continued to 
stimulate the establishment of voluntary health organizations. In 1938, the 
Canadian Medical Association undertook to set up within its own organization 
a department of cancer control and to organize a citizen group, the Canadian 
Society for the Control of Cancer. From this development came the Canadian 
Cancer Society with action committees in all provinces. 

With the outbreak of World War II there was an increased concern 
with the need to mobilize the entire labour force, including the disabled, 
and voluntary organizations began to extend their activities in this direction. 
In 1940, the Canadian Hearing Society was established primarily as a 
placement agency for the deaf and the hard of hearing. 

During the war, voluntary associations that had formerly concentrated 
on meeting the needs of handicapped children began to turn their attention 
to the rehabilitation needs of the adult population. This process was continued 
after the war as voluntary associations recognizing that facilities, treatment 
procedures and needs of all handicapped had many common elements 
(particularly as their own patients and wards grew older) established orga- 
nizations with broader terms of reference. The national organization dealing 
with crippled children removed its age limit on services and changed its name 
in 1954 to The National Council for Crippled Children and Adults. A 
number of provincial societies similarly followed suit, while some provincial 
societies made arrangements to transfer the care of the handicapped after 
age 18 to the Canadian Foundation for Poliomyelitis (established in 1948) 
which, with the diminished threat of polio, had expanded to serve other 
handicapped groups. 

As we observed in Volume I of our Report the public interest in 
health has been enlarged in scope and given new force since the end of 
World War II.1 Nowhere has the public interest been more manifest than in 
the growth of the voluntary health agencies. Urged on by a greater apprecia- 
tion of need and an even greater optimism as to what medical science and 
skill could accomplish, more organized attacks on health problems were 
launched than in any earlier period of our history. 

In their identification of new health needs and their search for solu- 
tions to such needs, voluntary agencies have continued to receive strong 
support from governments. Since 1948, the National Health Grants Pro- 
gramme has assisted voluntary organizations concerned with rehabilitation. 
In that year, a grant was made to the Canadian Arthritis and Rheumatism 
Society for its initial organization and assistance was provided to six pro- 
vincial branches to equip and staff clinics. In 1953, the Medical and Reha- 
bilitation Grant was created as one of the National Health Grants. Under 


1 See Volume I, Chapter 1, p. 5. 
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this grant funds were made available which could be used for the establish- 
ment of voluntarily operated rehabilitation clinics. Such clinics as the G. F. 
Strong Rehabilitation Centre in Vancouver, the Rehabilitation Institute in 
Montreal, the Nova Scotia Rehabilitation Centre in Halifax, and others have 
received grants under this programme. Provincial governments also extended 
their support of voluntary agencies in this period increasing both the number 
and the amount of grants to provincial voluntary health organizations as 
well as by purchasing services provided by such organizations. The introduc- 
tion of the Hospital Insurance and Diagnostic Services Act in 1957, coupled 
with later amendments relating to out-patient services, led to the transfer 
of certain responsibilities of voluntary organizations to the publicly financed 
hospital programme. This was, of course, in keeping with the role of voluntary 
organizations as the sponsors of health programmes designed to meet newly 
identified needs in the community which later could be met best on a more 
universal basis. 

The medical profession too continued to provide an impetus to the 
establishment of voluntary agencies concerned with specific diseases. Medical 
practitioners and other professionals specially interested in the prevention 
and control of cardio-vascular disease were active in developing provincial 
foundations for research in this area. From these developed the Canadian 
Heart Foundation established in 1956. 

One significant development in the post-war period has been the 
number of voluntary organizations, established by patients or the parents of 
afflicted children, which ultimately became national in scope. “Patient- 
member” organizations had existed previously such as, for example, the 
Canadian Council of the Blind (affiliated with the Canadian National Institute 
of the Blind), the Canadian Federation of the Blind, operating mainly in 
Quebec and Saskatchewan, and the Canadian Federation for the Hard of 
Hearing. In 1945, a group of paraplegic war casualties under the leadership 
of J. G. Counsell founded the Canadian Paraplegic Association to supple- 
ment the treatment services of the Department of Veterans Affairs and extend 
these services to civilians. 

In 1948, the Multiple Sclerosis Society of Canada was incorporated 
as an organization of patients and friends dedicated to the support of research. 
Still another organization, the Muscular Dystrophy Association of Canada 
was founded by parents and friends who felt that because of the low incidence 
and non-infectious character of the disease this problem was being largely 
ignored. Other associations that began as “patient-member” organizations in 
this period include the Canadian Hemophilia Society, the Canadian Cystic 
Fibrosis Association, the Canadian Association for Retarded Children. Also 
in 1948, the Canadian Arthritis and Rheumatism Society was founded out 
of the combined concern of patients, experts and governments. At the urging 
of the Canadian Rheumatism Society, the Minister of National Health and 
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Welfare convened a conference of experts to discuss the “Control of Rheu- 
matic Diseases in Canada”. At a second conference attended by representa- 
tives of the provincial departments of health, university medical schools, 
professional organizations and the Red Cross Society, the voluntary organiza- 
tion was born. 

Membership does not reflect the degree of public support enjoyed by 
voluntary organizations because much community support comes in the form 
of individual contributions to Community Chest or United Fund Appeals 
which then allocate funds to the various voluntary agencies. It is evident 
however, that a substantial number of Canadians actively participate in 
voluntary activities by maintaining membership, by actually providing services, 
and by participating in the administration of voluntary organizations. Table 
6-1 summarizes the organization and structure of 28 national voluntary 
organizations. 

It should be noted that membership figures shown in Table 6-1 have 
a different meaning for different organizations; the Canadian Cancer Society 
counts as members all persons donating one dollar or more, while St. John 
Ambulance lists only uniformed and trained members; the Canadian Heart 
Foundation includes individuals and organizations, while the Canadian 
Red Cross Society maintains enrolment numbers for the Junior Red Cross 
only. “Patient-member” organizations, on the other hand, draw their member- 
ship from those affected by, or concerned with, certain diseases or handicaps, 
nor is there always a clear distinction made. Some organizations do not 
indicate the extent of their membership. On the other hand, vast constella- 
tions of volunteers are organized in service clubs, auxiliaries, church and 
other groups which provide services in health areas. 

Elsewhere in our Report! we have distinguished between the legal 
functions of the Colleges of Physicians and Surgeons and the Canadian 
Medical Association which, together with its sister organization ]’Associa- 
tion des Médecins de Langue Francaise du Canada, and its provincial 
divisions, constitute the voluntary organizations of the members of the 
profession. In a similar way, the professional organizations of other health 
professions fulfil to a varying extent a dual role by licensing or registering 
qualified members and promoting the interest of their members. In both 
capacities, professional organizations have contributed greatly to the ad- 
vancement of knowledge in their respective fields and to raising the profes- 
sional standards of their members and thus the quality of service provided to 
the public. Our efforts to establish the conditions necessary for the best 
possible health care for all Canadians have been greatly helped not only by 
the evidence submitted by the health professional organizations but also by 
their active co-operation in our own studies. Representatives of the 


1 See Volume I, Chapter 2, p. 31. 
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professional organizations serve in many agencies in executive or advisory 
capacities. The journals published by these organizations serve both to 
disseminate technical information and to encourage research among their 
members. 

The Canadian Medical Association, the professional organization of 
physicians in Canada, provides an example of the contributions these 
organizations make towards the improvement of health. Among the objects 
of the Canadian Medical Association is the promotion of “the medical and 
related arts and sciences”.! The Act establishing the Association specifies 
among its objectives such matters as these: 


“to aid in the furtherance of measures designed to improve the public 
health and to prevent disease and disability; 


“to promote the improvement of medical services however rendered; 


“to assist in the promotion of measures designed to improve standards 
of hospital and medical services; 


This work is conducted by continuing or ad hoc committees such 
as those on maternal welfare, the medical aspects of traffic accidents, child 
health, cancer, nutrition, rehabilitation, aging, physical education and re- 
creation. The Association was instrumental in the establishment of the 
Associate Committee on Medical Research of the National Research Council, 
the forerunner of the Medical Research Council, and in fact in the appoint- 
ment of this Royal Commission on Health Services. It conducts studies into 
specific health problems and is making outstanding contributions to the 
quality of health services through the physician-supported Canadian Council 
on Hospital Accreditation and the Committee on Approval of Hospitals for 
the Training of Junior Interns, and in the training of nurses. We have already 
mentioned the work of the various committees of medical hospital staffs? and 
also the experience gained in the administration of medical care insurance 
by the profession-sponsored prepayment plans.* Committees of the Canadian 
Medical Association undertake to assess and approve Canadian Schools for 
Laboratory Technologists, Schools for Radiological Technicians and Schools 
for Occupational and Physical Therapists. 

Dentists, nurses, pharmacists and other health professions have been 
rendering in their own fields valuable contributions to the improvement of 
health and health services. This is one of the main reasons why we are anxious 
to preserve free and self-governing professions® and, if anything, strengthen 
their capacity to improve the health services to the people of Canada. 


1Section 2(a) of the Act respecting the Canadian Medical Association. 
2 Tbid., Sections 2(b), (c), and (e). 

8 See Volume I, Chapter 14, pp. 606 and 608. 

4 Tbid., Chapter 2, pp. 29 and 30. 

5 Tbid., Chapter 1, p. 12. 
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CURRENT PROGRAMMES OF VOLUNTARY 
ORGANIZATIONS 


Having traced the development of voluntary organizations we now 
turn to the examination of the activities of voluntary organizations at the 
present time with particular reference to emerging trends. 

Broadly defined, the activities of voluntary health organizations con- 
tinue to be the provision of services to patients, the health education of the 
public, the provision of funds for the education of health personnel, support 
of medical research, and action to obtain the expansion of government sup- 
port in specific fields of health. Practically all voluntary organizations engage 
in the provision of services for patients, most engage in public health educa- 
tion and a few are substantially interested in the provision of funds for 
health research. 


Direct Services to Patients 


The direct services given to patients by voluntary health organizations 
vary from province to province, and even within regions of provinces. In 
examining briefly the major fields where voluntary organizations operate, we 
pay particular attention to those areas that would be affected by our recom- 
mendations. These areas include case-finding, diagnosis, treatment and re- 
habilitation services; community nursing; homemaker services; blood trans- 
fusion services; the provision of sick-room supplies, home care equipment, 
appliances, transportation services, hostels and sheltered workshops. 


CASE-FINDING, DIAGNOSIS, TREATMENT AND 
REHABILITATION SERVICES 


Although public funds are now available to finance some of the 
activities carried out by voluntary organizations and in some cases emerging 
public institutions provide services formerly provided under voluntary aus- 
pices, the voluntary agencies continue to concern themselves with the early 
detection of diseases or case-finding. They are involved in diagnostic assess- 
ment and in the total evaluation of disabled persons to determine what 
Services the organization should provide, or to refer the patient to other 
professional or public services. They may operate clinics for treatment or 
provide other means to achieve rehabilitation. 

Case-finding, diagnosis, and the treatment of tuberculous patients con- 
tinue to be a major field for voluntary effort. Diagnosis and case-finding 
remain a major concern of organizations dealing with the blind. 

Alcoholics Anonymous co-operates with personnel in medicine, public 
health and correction agencies in achieving its goals. This organization has 
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a unique procedure to help those alcoholics that turn to it for help; it is based 
on five steps: (1) admission of alcoholism, (2) personality analysis and 
catharsis, (3) adjustment of personal relations, (4) working with other 
alcoholics, (5) dependence upon some higher power. Table 6-2 indicates 
the scope and distribution of the activities of Alcoholics Anonymous. 


TABLE 6-2. ALCOHOLICS ANONYMOUS, GROUP CONTRIBUTIONS TO 
GENERAL SERVICE OFFICE, CANADA AND PROVINCES, 1963 


ee ee ———e————————————————E 
SS eee 


Number Ne Amount Contri- 
Drarince of Groups of ' M ember- butions 

Groups Gonube Contri- ship per 
Reported uting bution Capita 

$ $ 
Newfoundland... 2... 10 i 256 139 1.84 
Prince Edward Island.................... Bt 5 316 198 1.60 
Nova SCOtiaies. iesecacsiaca eee 47 a> 1,028 532 1.93 
Newsbrunswick <23)..:33 ee 30 Ly, 528 484 1.09 
Quebec ss A eee ee 210 a 1,669 3,730 ~45 
Ontarion Ge ee: 346 196 8,572 4,931 1.74 
Manttobasee. essence 57 31 1,826 LESS E38 
Saskatchewattian.c.caserwce re 88 53 25501 1,020 2126 
AlBGrlattod i Bie ae ee er 109 59 3,424 1,066 Sees | 
British’ ColumDide vce eee 161 81 4,943 Dee | 2533 
Von eee cae eee 3 1 59 24 2.46 
Northwest Territories.................. 3 2 36 10 3250 
GANADAG aaa eee 1,075 548 24,968 15,410 1.62 


a 


SouRCcE: Based on Conference Digest, 1964, Fourteenth Annual General Service Conference 
of A.A., New York City, April 21-26, 1964. 


For those health problems where medicine has as yet found only 
limited or no means of effective treatment or cure, or where there remain 
residual disabilities, health programmes must be directed towards utilizing 
available techniques to teach the disabled to live within the limits of their 
disabilities, but to the fullest possible extent of their capabilities. Among 
these areas are the diseases of the heart and the circulatory system, arthritis 
and rheumatism, cerebral palsy, multiple sclerosis and other crippling diseases. 
It is the concepts and techniques of rehabilitation which are brought to bear 
particularly in these fields. 

As we have indicated earlier, voluntary organizations have a long 
history of meeting the needs of Canadians in this area and continue to do so. 
Despite the expansion of government rehabilitation programmes for dis- 
abled Canadians, voluntary organizations participate in the provision of 
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services of one form or another. They concentrate on the treatment of cer- 
tain categories of patients and on the development of services for them. 
Voluntary organizations operate rehabilitation clinics in major cities. Although 
general hospitals have now assumed the operating responsibility for 25 clinics 
established by the Canadian Arthritis and Rheumatism Society, the Society 
continues to operate stationary and mobile clinics in many parts of the 
country. The development of travelling clinics reflects the specific concern 
of voluntary organizations with the provision of services for patients remote 
from other rehabilitation services. For example, the provincial societies for 
the Care of Crippled Children and Adults conduct special medical and 
diagnostic review clinics in areas outside metropolitan centres. The capital 
costs of rehabilitation centres established throughout Canada also continue 
to be met, in part, through the voluntary organizations. 

In addition to providing these services, voluntary organizations pay 
medical, surgical and prosthetic expenses on behalf of sponsored patients 
in all provinces. Where government has assumed the cost of treatment, 
auxiliary services such as transportation, the provision of hostels for patients 
undergoing protracted treatment in out-patient clinics or at distant medical 
centres continue to be mainly the responsibility of voluntary organizations. 

Finally, these organizations have, in certain instances, assumed quasi- 
Official status, as the organization responsible for the operation and develop- 
ment of rehabilitation services. The Manitoba Society for Crippled Children 
and Adults carries out all such activities (except rehabilitation services for 
the tuberculous, the blind, persons covered under the Workmen’s Compensa- 
tion Act and Treaty Indians) and finances its activities through the govern- 
ment medical rehabilitation grant made under the National Health Grants, 
and with funds from the Vocational Training Grant as well as the proceeds 
from the voluntary Easter Seal and March-of-Dime campaigns. 


COMMUNITY NURSING 


Voluntary health organizations supply a substantial portion of home 
nursing services by providing families, industry and governments with the 
services of a visiting nurse as needed. Foremost in this activity is the 
Victorian Order of Nurses that provides home nursing services in all the 
provinces, except in Prince Edward Island. The Order operates in areas that 
include 51 per cent of the Canadian population, the proportion of covered 
population ranging from 25 in Newfoundland to 54 in Manitoba. Although 
most branches are situated in urban areas, steps have been taken to extend 
the service to outlying areas. Other associations which provide home nursing 
care are also concentrated in urban areas. They include The St. Elizabeth 
Visiting Nurses’ Association of Toronto and Hamilton, and the Société des 
Infirmiéres Visiteuses in Quebec. This last organization operates in Montreal 
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and in three other areas and serves an area with a population of nearly 
1,500,000. 

Nurses of the Victorian Order provide bedside nursing to the sick 
in their homes and to convalescents following hospitalization; antenatal, 
individual and group instruction; as well as postnatal health supervision for 
mothers and babies; school health nursing, and part-time occupational 
nursing in small industries. Nurses may also be found in Children’s Aid 
Societies, Crippled Children’s Clinics and Y.M.C.A. Camps. The nature and 
extent of their work has adapted itself to the changing needs of society and 
to the role of the nurse in the official agency. In 1963, maternity and new- 
born care represented 54 per cent of the total case load of the organization 
but accounted for only 18 per cent of nursing visits; medical and surgical 
cases, on the other hand, accounted for 46 per cent of all cases but for 79 
per cent of all visits. 

Through hospital referral programmes, the Victorian Order of Nurses 
has demonstrated that the presence in hospitals of a nurse familiar with serv- 
ices and facilities available in the community, promotes continuity of care 
for patients discharged to their homes. Thirty-six branches of the Victorian 
Order now operate hospital referral programmes while in some communities, 
notably in Toronto, Winnipeg, Moose Jaw, Saskatoon, and Ottawa, the 
hospital referral system dovetails with organized home care programmes in 
which the Order provides the nursing service and in some instances is the 
co-ordinating and administering agency of community-based home care 
plans. 


HOMEMAKER SERVICES 


Homemaker services are not a health service, but they perform 
a vital function in the support of health services by making it possible for the 
home to function when otherwise it would be interrupted by the illness of a 
member of the family. Thus, support for an ailing or disabled housewife may 
prevent the social and emotional breakdown of the family. Similarly, the care 
of the mentally retarded child in the home is made easier through the 
temporary relief of the parents. In many communities voluntary organizations 
other than those primarily interested in health sponsor such services. Family 
service agencies or child welfare agencies operate in this area since not only 
illness, but old age or desertion may deprive the home of the normal home- 
maker skills. In Toronto, Hamilton and Ottawa there now are independent 
visiting homemaker associations. In 35 communities the Red Cross offers the 
service. In Alberta and British Columbia the Canadian Cancer Society 
maintains a housekeeper service. The Poliomyelitis Foundation in Alberta also 
employs housekeepers. Government recognition of the importance of home- 
maker service may be seen in the Ontario Act to provide for the Services of 
Homemakers and Nurses which came into effect in August 1958. 
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RED CROSS BLOOD TRANSFUSION SERVICES 


The Blood Transfusion Service represents a giant national co-opera- 
tive partnership between governments, universities, hospitals and a national 
voluntary body, the Canadian Red Cross Society. With the opening of the 
Quebec City depot in November 1961, the Blood Transfusion Service became 
completely national in scope. 

This programme, endorsed by the Canadian Medical Association in 
1949, is so organized that the provincial governments provide and maintain 
the premises, the Society supplies the technical staff and equipment, the 
Connaught Medical Research Laboratories at the University of Toronto 
receive and process into plasma blood not used 10-14 days after collec- 
tion. The blood donated by Canadians in all walks of life is administered 
to patients in Canadian hospitals. The operation of the service involves: 
(1) the establishment of provincial blood transfusion depots, (2) the recruit- 
ment and screening of volunteer blood donors and collection of blood, 
(3) the supply of blood and fresh blood to hospitals, (4) blood products 
and blood protein fractions, (5) free Rh antenatal testing service with 
detailed serological investigations, (6) making available to federal and 
provincial departments of health gamma globulin for control of infectious 
diseases, particularly infectious hepatitis, (7) services to Armed Forces, 
(8) services to Civil Defence Programmes, (9) research, and (10) an agree- 
ment with the American National Red Cross, enabling American tourists 
in Canada to receive blood free of charge while reciprocally Canadian 
residents receive blood free of charge in American hospitals. 

The extent to which a voluntary organization can call on the resources 
of citizens is evident from the following data. In the calendar year 1962, 
4,491 clinics were held, which 795,226 donors attended. As indicated in 
Table 6-3, in 1962, almost three-quarter of a million bottles of blood were 
collected. There has also been an increase in the use of blood fractionation 
products. From 1961 to 1962, the use of these products by hospitals, with 
the issue of gamma globulin, practically doubled, from 4,481 vials to 8,302 
vials. 


TABLE 6-3 BLOOD DONOR CLINICS: BOTTLES COL- 
LECTED AND TRANSFUSIONS, CANADA, 1960-1962 


Transfusions 
Year Bottles (Patients) 
LUO ee ta ee eee ee eee 668 , 684 227,997 
1 ALS eT Te oe oe ne aa ne 679,319 242,484 
EP Te ey oceecvae cst tevettosetsions 744,006 271,686 


Source: Based on Canadian Red Cross Society, Annual Report, 
1962, Toronto: The Society, Table I, pp. 56 and 57. 
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SICK-ROOM SUPPLIES, HOME CARE EQUIPMENT, APPLIANCES 


With improved techniques for the care and rehabilitation of the 
chronically ill, and the increasing trend towards home care, the range of 
patient-aids is rapidly expanding. Patients in the home may require hospital 
beds, wheel-chairs, crutches, walkers, hoyer lifts, weight apparatus, bathroom 
aid equipment and a host of other items. 

The voluntary agencies have taken the main responsibility for the 
provision of such equipment to patients. In the past, government participa- 
tion generally has been limited to public welfare assistance to indigents but 
more recently aid has been made available to persons who qualify for assist- 
ance under the Vocational Rehabilitation of Disabled Persons Act of 1962 
and to the victims of thalidomide. In the Act there is provision for making 
available those articles which will restore disabled persons to economic use- 
fulness but the Act does not apply to children, the aged or those with 
progressive diseases. For persons in these categories the voluntary agencies 
have been a major source of assistance. 

The Red Cross Sickroom Supply Loan Service, originally modelled 
after the British Red Cross Society’s Loan Cupboard, provides, on an 
emergency basis and with a limit of three months, sick-room supplies such as 
hospital beds, crutches, wheel-chairs and other items. These articles are avail- 
able without charge to patients otherwise unable to obtain them and they are 
loaned on the recommendation of a physician or a visiting nurse. This is an 
emergency service only, and while helpful for as long as it is provided, has 
often posed a problem for chronic patients and the doctors, nurses, social 
workers and physiotherapists attending them, as there has been no standard 
community resource in Canada for sick-room supplies for those patients who 
can or must be cared for at home. The Cancer Society frequently directs 
patients to this Service and consequently assumes responsibility for patients 
requiring the equipment for longer periods. In some communities the Cana- 
dian Cancer Society stocks such equipment. 

From funds raised locally, the Multiple Sclerosis Society provides 
crutches, wheel-chairs, invalid lifts, hospital beds and other items on 
permanent loan to patients and also undertakes to repair patient-aids. The 
Canadian Paraplegic Association through supporting organizations such as 
the Canadian Legion, The Red Cross, Kiwanis, Rotary and Kinsmen Clubs, 
provides wheel-chairs and other patient-aids. The patient services of the 
Muscular Dystrophy Association include provision for purchase and repair 
of wheel-chairs, mechanical aids, lifters and orthopaedic braces. In some 
regions the provincial office of the Association attempts to serve patients in 
areas where there is no local chapter, sometimes working through the public 
health authorities. 
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The Cystic Fibrosis Foundation procures for its members at consider- 
ably reduced cost inhalation therapy tents and inhalation masks. The tents 
are sold by the national office to the provincial groups and to two organiza- 
tions active in this field but not affiliated with the national body. The 
Foundation has succeeded in obtaining remission of customs duties and sales 
taxes, and assumes responsibility for transportation, repair and maintenance. 
Depending on their ability, the parents pay a portion of the cost, and the 
balance is made up by “sponsoring groups or individuals”. Since the parents of 
afflicted children are faced with long-term outlay for costly antibiotic drugs, 
the benefit derived from participation in the organization is self-evident. 

By sending physiotherapists to the home, the Canadian Arthritis 
and Rheumatism Society has been able to adapt patient-aids to individual 
requirements. Mindful of the needs of the handicapped in the activities of 
daily living and of the often prohibitive costs of commercially prepared items 
such as ramps, splints, and raised toilet seats, the Society helps to measure 
and advise on construction of these items which may be built or improvised at 
little cost. 


TRANSPORTATION SERVICES, HOSTELS, AND SHELTERED WORKSHOPS 


There are other services, though not directly related to health, on which 
in many cases the efficient provision of health services nevertheless depends. 
Among these are the patient’s transportation (either provided in kind or 
paid for), hostels, and sheltered workshops, in all of which voluntary 
organizations play a vital part. 

We have already referred briefly to the provision of transportation 
services and hostels. Here we wish to draw attention to the extent to which 
those afflictions requiring periodic treatment call forth a substantial effort 
on the part of voluntary health organizations. For example, in the treatment 
of cancer, many patients are unable to bear the costs of staying for extended 
periods at distant centres for radiation therapy, while a transportation prob- 
lem may exist even if the patient lives in the same area. The Canadian Cancer 
Society and the various provincial member organizations of the Canadian 
Council for Crippled Children and Adults provide transportation for the 
groups they serve. The St. John Ambulance in New Brunswick operates a 
service known as the “Invalid Transport Programme”. While this programme 
was originally devised to meet needs in rural areas not served by com- 
mercial ambulance companies, there have been requests for this service from 
the three larger cities and some smaller communities. One pilot project 
has been set up in a community of 1,500 population. In other organizations 
throughout the country, volunteer workers continue to provide transportation 
for the people they serve, although not on such a formal basis. The cost of 
transporting patients from outlying areas is sometimes met by voluntary 
organizations where this is not borne by government programmes. 
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If those patients who have travelled a long distance for treatment are 
not to use scarce active treatment beds, some type of accommodation must 
be provided. The Cancer Society has developed such hostels, specializing in 
building and equipping temporary living quarters for ambulatory cancer 
patients undergoing radiation therapy. Hostels have been built in Vancouver, 
Toronto, Hamilton, and London with the operating costs being met by patient 
fees or by subsidies from local governments or voluntary organizations for 
those who cannot afford to pay. Similarly the Canadian Mental Health 
Association and the Canadian Association for Retarded Children, as well as 
other voluntary organizations, have encouraged the development of, and 
in some cases have built close to urban treatment centres, small self- 
contained residences for the mentally ill or the disabled. 

The need for a “half-way house” when moving back into regular 
economic activity along with the inability of many persons to lead a normal 


TABLE 6-4 SHELTERED WORKSHOPS UNDER VOLUNTARY AUSPICES, 
BY CATEGORY, CANADA AND PROVINCES, FISCAL YEAR ENDING 
MARCH 31, 1963 


Business abot Mentall 
Province Enter- Cone Blind Rec be Total 
prises munity 
Newfoundland ).3 nkncuca ee — — 1 — i! 
Prince Edward Island.................... — — — 1 1 
INOVaiSCOUiA wet ee eee 11 — — 1 12 
New Bruns wicki cree — — 1 — 1 
Quebec et ke ee nea 1 iM es 11+ 5 28 
CORA TIO a tet eee ace — ype 1D 304 62 
Mantobalte 22 saat eee — 4e 3 Z 9 
Saskatchewan eaacineun cece — 4a 2 5 11¢ 
ATBertal ns cm ere eee ee ee — 3 2 2 7 
BritisinColumbia-eee eee — 2t 5 y) 9 
CANADA eas 2 Gs 12 41 40 48 141 


a 


* Mostly in Montreal. 

+ Two sponsored by the Canadian National Institute for the Blind, one by Montreal Asso- 
ciation for the Blind, one by Association Canadienne Frangaise des Aveugles, one by Institution 
des Aveugles. 

t Ten clinics sponsored by March of Dimes. 

@ One Canadian Association for Retarded Children workshop offers service to all handicapped. 

> In Manitoba there is an inter-agency Workshop Coordinating Committee. 

© Society of Crippled Children and Adults. 

4 Salvation Army, Council for Crippled Children and Adults. 

eIn Saskatchewan the Canadian Association for Retarded Children and Council for 
Crippled Children and Adults have one joint workshop. 

f One by British Columbia Foundation for Poliomyelitis and Rehabilitation. 


Source: Based on “Preliminary List of Sheltered Employment Facilities in Canada”, prepared 
by Department of Labour, made available by the Department of National Health and Welfare. 
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working life has led to the establishment of institutions to supplement both 
special schools and vocational training institutes, that is, sheltered workshops 
which are operated almost exclusively by voluntary organizations. In 1963, 
almost 200 such institutions were operated in Canada. The services they 
perform may be sub-contracting of clerical and light assembly work, refinish- 
ing of discarded household articles for resale, and the manufacture of small 
articles. Some workshops provide services for work assessment and work- 
conditioning for pre-employment adjustment to work habits. They also fre- 
quently provide terminal sheltered employment for those who are so physically 
or mentally disabled that they can never be expected to obtain normal em- 
ployment. The sheltered workshops in many instances were developed for 
retarded or otherwise handicapped youths and young adults who could no 
longer benefit from special schools. Table 6-4 shows the distribution of 
sheltered workshops in Canada by category and province according to the 
latest data available. The rapid rate of growth of these organizations is evident 
since the 141 workshops listed in 1963 compare with an estimated 60 in 1960. 
The most significant and most rapid gain has been made by the Canadian 
Association for Retarded Children which now has more workshops listed 
than either those for the blind or those in the general and community category. 

Some indication of the contribution made by voluntary organizations 
in assisting the totally disabled to become productive members of society 
within the limits of their disability can be seen from Tables 6-4 and 6-5. 


TABLE 6-5 NUMBER OF PEOPLE EMPLOYED AND TOTAL SALES, 

CATERING DEPARTMENT, THE CANADIAN NATIONAL INSTITUTE 

FOR THE BLIND, CANADA AND PROVINCES, FISCAL YEAR ENDING 
MARCH 31, 1963 


Total Registered Total 

Division S oie Blind Sales 

oe Employees $’000 
eee TMU TERPUL ANAL te Meet ko ison ws cbadetobncsaarndaates 17 29 501 
ESSE ET Cu oe eek i So | a 55 73 L027 
ODS oa Oe a ee er 39 54 1,720 
PS abe DEN een eee ne Pe 190 228 7,014 
BPEL Os caress 9 alae 00 A dlc IR Al aR es AD 35 43 878 
eRe AT IP Meat PhP es cok. Matai avd thoes envsbv pede pall 36 442 
PSY a Abo RE ee Se ee ne 38 64 958 
CPRETE UGE SEPT ai Eee na ae 56 T7 1,309 

Be ee oes eis satan a caucanegmnapes 451 604 13, 849* 


* Earnings of part-time and full-time registered blind employees amounted to $1.1 million. 

Source: Based on ‘Preliminary List of Sheltered Employment Facilities in Canada’’, 
prepared by the Department of Labour, made available by the Department of National Health and 
Welfare. 
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These agencies represent only a few of the organizations active in this area 
but they indicate the growing interest of the Canadian public in this valuable 
operation. 


Research and the Education of Health Personnel 


One area in which voluntary organizations have rapidly expanded 
their activities in recent years is that of the support of medical research and 
the training of research personnel. These activities, along with our recom- 
mendations in this area, are discussed in Chapter 4. Here we wish to make 
a brief reference to research and to the work of voluntary organizations as it 
relates to the education of professional personnel in the health field. 


RESEARCH 


The major purpose of several voluntary organizations is the support 
of medical research. In 1961, the Canadian Heart Foundation allocated 
$998,107 to its fellowship and grants-in-aid programme; the Muscular 
Dystrophy Association provided $279,822 and in 1963 supported 44 proj- 
ects at a cost of $325,687; the Multiple Sclerosis Society expended $70,023; 
the Canadian Cancer Society, in 1960, allocated $2,053,000 or 47.2 per 
cent of its total budget to research. 

Moreover, organizations that formerly devoted their efforts mainly to 
patient care, rehabilitation, or to education are now including the support of 
research as part of their activities. Thus, the C. A. Baker Foundation of the 
Canadian National Institute for the Blind allocated $75,000 to research in 
1963. The Canadian Mental Health Association which launched five major 
research projects in the period 1959-1963 now maintains a research fund 
director to supervise the programme. Its expenditure for research in 1963 
was $26,299. The Canadian Tuberculosis Association is now formulating a 
long-term programme of research with suggestions to the provincial divisions 
to allocate up to 5 per cent of Christmas Seals revenue for this purpose. 
In 1963, the Canadian Cystic Fibrosis Association undertook a $10,000 
campaign for research funds to support genetic studies. The newly formed 
Rehabilitation Foundation for the Disabled, Ontario Branch, devoted $10,000 
out of its regular funds for research and obtained an additional $45,000 from 
the Atkinson Foundation to investigate a method of pre-vocational training 
for severely handicapped children. The Canadian Hemophilia Society partici- 
pates in clinical research and has also sponsored studies of the relationship 
between capillary fragility and bleeding. 


EDUCATION OF HEALTH PERSONNEL 


We have outlined also in Chapter 4 the assistance available from 
various voluntary sources for the training of health scientists entering a 
career in health research. In addition to sponsoring the training of research 


VOLUNTARY HEALTH ORGANIZATIONS al 


personnel, the voluntary organizations have developed a wide-spread _pro- 
gramme for the training of other health personnel. 

The Canadian Cancer Society, the Canadian Arthritis and Rheumatism 
Society, and the Canadian Diabetic Society are among organizations that 
have provided financial assistance to physicians seeking special training in 
areas of interest to the specific organization, while La Ligue d’Hygiéne 
Dentaire, with government assistance, has sponsored post-graduate training 
in dental hygiene for practising dentists. The Canadian Cancer Society and 
the Canadian Arthritis and Rheumatism Society have also financed the 
education of physiotherapists and technicians. The Poliomyelitis Foundation 
in Quebec and British Columbia has made grants to university schools of 
rehabilitation and physiotherapy. 

The Victorian Order of Nurses awards about 50 bursaries annually 
with the recipients committed to work for one year in a position determined 
by the national office. Grants for advanced work have been given for 
administration, supervision and rehabilitation nursing. In 1961, 47 per cent 
of the organization’s staff with specialized training had been recipients of the 
Victorian Order of Nurses’ bursaries. The bursary programme of the Order 
undoubtedly explains, in part, its good staffing position. In 1960, the amount 
awarded was $46,748 and in 1961 the amount was increased to $49,138. 
In 1960, the St. John Ambulance Association established the Countess 
Mountbatten Bursary Fund for assistance to student nurses for post-graduate 
study or for some special field of nursing. At the end of 1962 the receipts for 
this fund were $23,730, and $4,556 had been disbursed. The Margaret 
MacLaren Memorial Fund is a national organization established to make 
awards to students of Nursing. Priority is given to those who have participated 
in the work of St. John Ambulance but others are also eligible. Four 
bursaries were awarded in 1964. 

The Canadian Tuberculosis Association’s support of professional 
education includes distribution of books, periodicals, and abstracts, as 
well as financial support of the Canadian Thoracic Society. The Canadian 
Mental Health Association has contributed to professional education in many 
different ways. A sub-committee of the Scientific Planning Council of the 
Association prepared a number of draft reports on psychiatric services in 
recent years.1 The final report was published under the title More for the 
Mind. The Canadian Institute on Mental Health Services sponsored by the 
Canadian Psychiatric Association, and financed partly by Mental Health 
Grants, convened a committee of 150 delegates to consider these draft 
reports. The report of this committee stimulated a lively professional 
dialogue and paved the way for the national conference in March 1964, 


1Tyhurst, et. al., More for the Mind, A Study of Psychiatric Services in Canada, 
Canadian Mental Health Association, Toronto: the Association, 1963. 
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sponsored jointly by the Canadian Mental Health Association, the Canadian 
Psychiatric Association, and the Canadian Medical Association, and dealt 
with the integration of psychiatry into all fields of medical practice. 

The concern of the Canadian Association for Retarded Children in 
the appropriate training for specialists dealing with retardates has stimulated 
such institutions as the Children’s Psychiatric Research Centre in London, 
Ontario. The Montreal Association for Retarded Children has launched as 
its centennial project a $300,000 Education, Research and Staff Training 
Centre. The Saskatchewan Division has decided to sponsor a professorship 
in mental retardation at the University of Saskatchewan, associated with the 
chromosome research unit. In Nova Scotia, the Association has planned an 
Atlantic Centennial Research Centre for Mental Retardation, stressing the 
biochemical and genetic aspects. Other provincial divisions have undertaken 
model community programmes. Other ways in which the Association con- 
tributes to professional development in this field are through a continuing 
programme of professional staff recruitment and development. In December 
1963, the Association convened a national conference of scientific and 
professional leaders in the field of mental retardation to guide future 
projects. 

The Canadian Council on Alcoholism! recognizes the need for com- 
municating up to date information on the latest developments in treatment 
for the training of physicians, social workers, psychologists, lawyers, clergy, 
and nurses, if these are to be adequately prepared for their responsibility 
in this field. The Alcoholism Research Foundation of Ontario has provided 
a manual of scientific information for professional speakers, and, at the 
request of the Ontario Department of Education a booklet, designed mainly 
for teachers of physical and health education in secondary schools. 


Public Information, Health Education, and First Aid 


Health education, in its broadest sense, has always been a component 
of personal medical services. The physician, the dentist, and the nurse have 
always given medical advice or instruction to patients in carrying out 
preventive and treatment procedures. In the public health field, to a great 
extent in the past, public health officers enforced public health measures 
arising out of their knowledge of what was good for the people, “with reliance 
upon legal force whenever necessary”.? This was possible in an era when 


1The Canadian Council on Alcoholism represents the Alcoholism Foundation of 
British Columbia, Alcoholism Foundation of Alberta, Bureau on Alcoholism, Department of 
Social Welfare and Rehabilitation, Saskatchewan, Alcoholism Foundation of Manitoba, 
Alcoholism and Drug Addiction Research Foundation of Ontario, Fédération des Maisons 
Domremy, Quebec, and the Nova Scotia Alcoholism Research Commission. 

2Hanlon, John J., Principles of Public Health Administration, 3 ed. St. Louis: C. V. 
Mosby Company, 1960, p. 402. 
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individuals were regarded only as potential impediments to the implementa- 
tion of wholesale preventive measures for the health of the community. Today, 
it is widely recognized that measures for attaining good health cannot be forced 
upon people, but when they are educated to their value, individuals will work 
to secure these benefits for themselves, their family, and their community. 
How this education is to be attained becomes a challenge for each community, 
and voluntary health organizations have moved to meet it. The activities of 
voluntary organizations in these areas continue to be the teaching of first 
aid, home nursing and child care, the development of educational programmes 
directed to the general public and to professional groups for the prevention 
of disease, and the dissemination of knowledge about good health practices 
and safety. 

The responsibility for teaching home nursing and first aid for national 
preparedness is now shared by the Canadian Red Cross Society and the 
St. John Ambulance Association. The Association provides courses in senior 
home nursing, junior home nursing, senior child care, and junior child 
care, with these courses increasingly emphasizing the positive aspects of 
health education, accident prevention and home safety as well as simple 
basic skills for the care of the injured and the sick.1 The Association is also 
responsible for all first-aid training for national preparedness in Canada, 
except Prince Edward Island and parts of Ontario where the Canadian Red 
Cross Society has provided this service since 1951. About 3,000 instructors 
conduct courses in first-aid, home nursing and child care. In addition, the 
St. John Ambulance also provides first-aid services at 174 first-aid posts 
maintained in five provinces, namely British Columbia, Saskatchewan, Mani- 
toba, Newfoundland, and Ontario, one independently and three in co-opera- 
tion with provincial motor leagues. The St. John Ambulance Brigade 
establishes, equips and staffs first-aid posts at fairs, exhibitions, organized 
sports events, and ski resorts. Thirty-three first-aid posts are maintained by 
the Society. A water safety programme is conducted by the Red Cross Society 
which trains instructors to set up and carry out programmes in communities 
across the country with volunteers assisting regular instructors at swimming 
pools, recreation centres and pools for the handicapped. 

Accidents constitute only one of the major health problems. But 
while most others have to rely on medical science for a solution, the preven- 
tion of accidents is largely a matter of law enforcement, individual responsi- 
bility, and knowledge of safety measures. It is in this area, therefore, that 
voluntary effort can be expected to have a more immediate impact than 
in most other fields. The Canadian Highway Safety Council? has as its 


1In 1961, the Red Cross had 8,442 persons and the St. John Ambulance Association 


about 8,300 persons attending classes in home nursing. 
2? Continuing the activities of the National Highway Safety Conference, first convened 


in 1955. 
95863—13 
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objective the reduction of motor vehicle accidents.1 It promotes legislation, 
education of the public, safety measures such as the use of seat belts, design 
of safe vehicles and roads, and highway accident prevention generally. The 
Council supports financially the National Safety League of Canada and the 
Traffic Injury Research Foundation. 

The National Safety League carries out some of its functions in con- 
junction with the Canadian Highway Safety Council mainly in the fields of 
home, farm, child, and recreational safety. In the area of industrial safety, 
provincial health departments and workmen’s compensation boards are 
assisted by the Industrial Accident Prevention Association, the Canadian 
Industrial Safety Association, and several province- or industry-wide organiza- 
tions. The Red Cross Society and the St. John Ambulance also provide 
instruction in safety measures and in first-aid. 

The Canadian National Institute for the Blind has an active pro- 
gramme for blindness prevention including dissemination of information 
through mass media education and the Wise Owl clubs now existing in 432 
Canadian companies.? The Health League of Canada is concerned with 
industrial safety through its publications in the area of industrial health. 

Having recognized accidents as a major cause of injury, death, and 
demand for health services,® it is important that the agencies concerned with 
their prevention, like the other voluntary health organizations, participate 
in the work of the Planning Councils we discuss in Chapters 7 and 8. 


The Commission recommends: 


223. That agencies concerned with the prevention of accidents participate 
in the work of the Health Planning Councils at the various levels and 
in particular with regard to measures to prevent highway accidents. 


Other voluntary organizations also conduct extensive campaigns in the 
field of health education. The parental guidance and counselling service of 
the Canadian Association of Retarded Children is one example of health 
education. Hand in hand with this, a programme, making available pamph- 
lets, films and speakers, has enlisted community support by increasing under- 
standing of the nature and the extent of the problem. The Canadian Arthritis 
and Rheumatism Society, in describing its public information service, states 
that it is designed to stimulate public interest and understanding in both 


1 Between 1961 and 1963, the number of fatalities from motor vehicle accidents in 
Canada has increased by 562 to a iotal of 4,444; the rate per 100,000 population climbed 
from 21.3 in 1961 to 23.6 in 1963. We have estimated the cost of health services due to all 
accidents as close to $75 million in 1961. See Volume I, Chapter 5, p. 216. 

2 The Wise Owl clubs were established in co-operation with Industrial Safety Council 
in 1961. Membership is given as an award to a person who averted eye injury by taking 
precautions. 


3 See Volume I, Chapter 5. 
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arthritis and the work of the Society, using a variety of media, with emphasis 
on the warning signs to encourage early diagnosis and treatment. The litera- 
ture and films are aimed at different audiences, namely members and friends, 
patients, the general public, and family physicians and specialists in rheuma- 
tology or physiatry to whom it also distributes pathological and clinical 
slides. 

The Muscular Dystrophy Association publishes a quarterly news- 
paper, the Muscular Dystrophy Reporter. The 47 home teachers of the 
Canadian National Institute for the Blind provide a service in health educa- 
tion to the partially sighted and newly blinded as well as to their families. 

Health education is high on the list of activities of the Canadian 
Diabetic Association. Included in this category are diet counselling, summer 
camps which seek to establish appropriate regimes, patient clubs, manuals, 
educational meetings, a quarterly newsletter as well as a school for diabetics 
which has been sponsored in Moncton, New Brunswick. The approach taken 
by the Canadian Paraplegic Association is to demonstrate the ability of the 
paraplegic to compensate for disability by use of intelligence and develop- 
ment of residual skills. Thus athletic teams have been an element in public 
education of the potential of the handicapped. The Canadian Mental Health 
Association has done a very competent job of fostering principles of mental 
health and removing some of the stigma attached to mental illness. This has 
been accomplished to some degree by mass media but more effectively 
through mental health workshops and study groups and through the involve- 
ment of volunteers in communities who are daily removing the barriers 
between the mental hospital and the community. 

In its cancer prevention programme, the objective of the Canadian 
Cancer Society has been to acquaint the public with symptoms that may 
be significant and to lead physicians to undertake routine cytological 
examinations of women patients. The success of its education programme 
can be judged by the findings of public opinion polls which indicated that the 
proportion of women interviewed who know that cancer is not necessarily 
incurable rose from 63 to 71 per cent over the period 1954-1960, while in 
the same period the proportion that recognize the need for early treatment 
rose from 80 to 87 per cent. Currently, the Society is attempting to educate 
people about the hazards of cigarette smoking. Health education programmes 
in this area require careful co-ordination and planning between health and 
education authorities as well as the enlistment of voluntary agencies to reach 
the young persons vulnerable to the hazards of smoking. It is precisely in 
the area of motivating persons to change their behaviour that more refined 
techniques of education must be learned and applied. 

The Canadian Hemophilia Society publishes a news bulletin entitled 
“Hemophilia Today” which combines organization news with development 
in the field. In 1963, the Society agreed with the Canadian Rehabilitation 


95863—133 
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Council for the Disabled that certain phases such as information and chan- 
nelling research projects would be undertaken in the near future by the 
Council. The Canadian Heart Foundation makes available non-technical 
information for the general public through “Pulse”, a monthly news bulletin, 
as well as through speakers, pamphlets, radio and television announcements, 
and literature distributed through the provincial health and welfare depart- 
ments. There is no direct service to patients; consequently, no direct health 
education programme aimed at them. 

La Ligue d’Hygiéne Dentaire de la Province de Québec, established 
in 1942 as a committee of the Quebec College of Dental Surgeons, aims its 
education programme at the promotion of dental hygiene and the prevention 
of dental disease. It concentrates on those persons who are thought to have 
the greatest responsibility for the health of young children: nurses, mothers, 
and teachers. 

While most voluntary health organizations employ persons for pub- 
licity or public relations purposes, very few have made it a practice to 
employ health education specialists. The Canadian Tuberculosis Association 
has had a health education consultant on its staff since 1943. The Ontario 
Tuberculosis Association, the Canadian Mental Health Association, the 
British Columbia Alcoholism Foundation and the Canadian Junior Red 
Cross have employed health education specialists as executive directors or 
programme directors. 

The Health League of Canada continues to emphasize its primary aim 
of disseminating health information and popular health education in the 
field of prevention. Its main publication “Health” is published bi-monthly, 
partly in French, and reaches a paid circulation of approximately 35,000 
which includes about 12,000 medical practitioners. The Canadian Life Insur- 
ance Officers Association has undertaken to supply complimentary sub- 
scriptions to all general medical practitioners across the country. 

The League whose role is primarily educational has consistently cam- 
paigned for improved legislation in health matters. It has urged the passage 
of laws making pasteurization of milk universal in Canada, and taken a 
determined stand on the issue of fluoridation and dental health. 


SOURCES AND DISTRIBUTION OF FUNDS 


An analysis of the financial structure of voluntary health organizations 
can only be done in a limited fashion. Financial data were not available 
for many provincial organizations or available only in summary form for 
many others. As a consequence, the data relating to sources and distributions 
of funds of voluntary organizations which we present here are incomplete. 
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However, they do include the major voluntary health organizations in 
Canada and, therefore, are indicative of the magnitude of support that 
Canadians provide for these activities. It must be emphasized that most 
voluntary organizations do not follow a standardized accounting procedure 
and the various reporting systems they use make comparisons of institutions 
a difficult task. However, we believe that the data we present provide a 
reasonable picture of how voluntary organizations distributed their funds 
in 1963. 


Sources of Funds 


Voluntary organizations derive their income from a variety of sources: 
donations made by the public directly or through federated funds,1 payment 
by governments for services rendered, grants from governments, payments by 
the public for health services, interest on investments and other minor sources. 

Grants by the Federal Government are made to support the activities 
of a number of voluntary organizations. As Table 6-6 shows, 16 organizations 
received grants in 1963 varying in amount from $1,400 to $55,000. Federal 
Government support to voluntary health organizations is contingent upon 
recommendation by the Department of National Health and Welfare. This 
provides the organization with recognition of the usefulness of its endeavours. 
It qualifies the organization for the receipt of a federal grant and also is 
helpful in campaigns for public support. Thus, apart from their monetary 
value, these grants have the effect of enhancing the status of the organization. 
Once established, the grants are continued subject to a review of the 
organizations’ annual reports. Some organizations such as the Canadian 
Heart Foundation and the National Cancer Institute do not receive grants 
under this category but may receive support from the Federal Government 
directly or indirectly as, for instance, through research grants.? 

Since they purchase a large amount of health services from voluntary 
organizations, provincial governments are a substantial source of government 
support to the voluntary organizations. In addition, they too may allocate 
grants in recognition of the functions of a particular association. The same 
policy is followed by some municipalities. 

Table 6-7 summarizes grants and payments received by voluntary 
agencies from governments at all levels. Of the 12 organizations for which 
data are available, 3 show no direct government financial support in 1963 


1A federated fund is a community appeal which is made jointly by a group of voluntary 
organizations, usually from both the health and welfare fields, and which is centrally ad- 
ministered. The receipts of the fund are distributed among members on the basis of an 
agreed formula. ; 

2The Canadian Red Cross Blood Transfusion Service receives financial support from 
the provincial governments under their Hospital Insurance plans equal to approximately 50 
per cent of the technical cost of the service (i.e., excluding the cost of donor procurement). 
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while the remainder received grants which varied between .7 per cent of 
total income (Canadian Cancer Society) and 29.8 per cent (Canadian 
Paraplegic Association), with the average for the 12 organizations being 
14.1 per cent of, total income. A comparison of Table 6-6, Federal Grants 
to Voluntary Health Organizations, 1963, with the “Government Grants” 
column of Table 6-7, indicates the level of support by federal and provincial 
governments. For example, the Victorian Order of Nurses received $833,000 
in government grants of which $20,000 was from the Federal Government, 
the Canadian Paraplegic Association received $78,000, of which $15,000 
was from the Federal Government, and the Canadian National Institute for 
the Blind received $380,000 of which $55,000 was from the Federal Gov- 
ernment. It is possible that, apart from the grants shown in Table 6-6, 
other government assistance was received but it cannot be identified. 


TABLE 6-6 FEDERAL GRANTS TO VOLUNTARY 
HEALTH ORGANIZATIONS, CANADA, 1963 


Amount 
Organization of 
Grant 
$ 
Canadian Mental Health Association...................... 15,000 
Health Veagte-of Canada: 424.428. eee 15,000 
Canadian Public Health Association: ......:.5.......006000.0 7,500 
Canadian National Institute for the Blind................ 55,000 
L’ Association Canadienne Francaise des Aveugles.. 6,000 
Lilnstitut- Nazarethide Montréaiz...- sere 4,050 
Montreal Association for the Blind...............0......... 4,050 
Canadian Tuberculosis Association................cc0e 20,250 
Victorian Order Gl NUISeS = ee eee 20,000 
St. John vAmmDulance stew ote eee ee ec 15,000 
Canadian Red .Crossisociety .ce 7 ae. 10,000 
Canadian: Paraplegic Association «...u555..6 icsoancat 15,000 
Canadian Association for Retarded Children.......... 5,000 
Commonwealth Council for Royal Life Saving 
SOCICEY sic.2c aeons et ee ne ee 1,400 
Canadian Highway satety Council 2... wusau cette 25,000 
Canadian Rehabilitation Gouncil.... 7,000 
LOT AL carson teeter gases co ne cana ete eee OD ewe AW) 


Source: Data supplied by the Department of National Health 
and Welfare. 


The voluntary health organizations derive most of their income from 
public donations. These gifts are made in various forms: direct donations to 
the agency by an individual or corporation, bequests, payments for member- 
ships and contributions to federated funds. Table 6-7 shows that the organiza- 


tions listed obtained about 70 per cent of their total income from these 
sources. 
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Table 6-7 indicates that those organizations which join federated 
funds derive a significant proportion of their income from this source. Of 
the 12 organizations which are full participants, the range varied from 
27.3 per cent (Canadian Red Cross Society) to 51.0 per cent (Health League 
of Canada) of their total income.! The Canadian Heart Foundation and 
the Canadian Cancer Society are members in a few communities only and 
therefore derive only 2.7 per cent and 1.6 per cent of their respective incomes 
from this source. In 1963, there were 115 federated funds operating in 
Canada. Chart 6-1 and Chart 6-2 indicate that of the $25.4 million collected in 
1963 by the funds for all purposes, almost $8 million was allocated to health 
organizations. The smaller organizations have benefited especially by this 
method of fund raising as they have been able to avoid mounting their own 
financial campaigns. The large organizations increasingly have joined these 
common drives because of the growing use of the payroll deduction method 
of voluntary giving to federated fund appeals in various communities. 

The largest single source of income for voluntary health organizations 
is the donations of individuals and corporations. Organizations which are 
not members of federated funds depend on this source more heavily than 
member organizations. From the data available, it was not possible to separate 
the amount given by corporations from the total donations for each organiza- 
tion.2 The importance of combined corporate and individual donations for 
those organizations not extensively members of federated funds may be seen 
in Table 6-7. For example, the Canadian Cancer Society in 1963 derived 
96.2 per cent of its income from private and corporate donations (including 
membership fees and bequests), and the Canadian Heart Foundation derived 
93.3 per cent from these sources. However, even where the organization 
is a member of federated funds, donations in various forms by the public or 
corporations still constitute a large part of its income. Table 6-7 shows 
that for the 12 organizations the average proportion of income from this 
source was 43.5 per cent. The Victorian Order of Nurses is an exception to 
the general rule in that it received only 5.4 per cent of its income from direct 
public donations. The explanation is that in view of the services it renders 
the Order receives some payment for its services either from patients or from 
governments on their behalf. 

The final major category of income used in Table 6-7 is the category 
“other”, which includes miscellaneous income and income derived from 


1The Canadian Diabetic Association, Canadian Hemophilia Society, the Canadian 
Hearing Society, the Canadian Mothercraft Society, the Canadian Cystic Fibrosis Foundation 
and the Canadian Paraplegic Association do not participate. The Canadian Heart Foundation 
and the Canadian Cancer Society are members in only a few communities. 

?From 1950 to 1959 corporate charitable donations (to health and welfare) rose from 
$23.7 million to $42.4 million. In the same period individual donations rose from $100 million 
to $380 million. See Watson, J. H., Douglas, M., Company Contribution in Canada, National 
Industrial Conference Board, Montreal, 1963. 
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CHART 6-1 


PROPORTION OF TOTAL CANADIAN COMMUNITY FUNDS 
GIVEN TO HEALTH AGENCIES: 1963 


Allocation to °.°. 

Health Agencies .:.- 

5) 97,994,126 9 ic. 
Sleo%> 


location Canadi 
Community Fund Recipients 
# 17,387,328 
68.5% 


Source: Allocations to National Organizations by Canadian Community Funds, 
Community Funds and Councils Division, the Canadian Welfare Council, July 1963. 
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CHARI] 6-2 


ALLOCATIONS BY AGENCIES 
OF TOTAL GIVEN TO NATIONAL HEALTH ORGANIZATIONS - 1963 


* Cerebral Palsy Association 
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(1) Rehabilitation Foundation for Poliomyelitis and Orthopaedically Disabled 


(2) Canadian Heart Foundation:..........146,985, 6% 
Canadian Tuberculosis Association: #2,115, .03% 

24,487, .3% 

Multiple Sclerosis Society:........... £57,815, .7% 
Federation of the Blind: .................. #500, .006% 

Total...$131,902,1.7% 


* Allocations to National Organizations by Canadian Community Funds 


Source: Community Funds and Councils Division,— The Canadian Welfare Council, July 1963. 
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sources specific to an individual organization. For example, the Canadian 
Diabetic Association obtains money earmarked for research from the sale 
of publications; the Mothercraft Society and the Victorian Order of Nurses 
receive money from patients for services performed; the Canadian Paraplegic 
Association derives an income from the sale of wheel-chairs, prosthetic 
devices and from services to patients; and the Red Cross Society derives an 
income from services rendered in clinics and hospitals, instructional pro- 
grammes, homemaker services, veterans’ services and the Junior Red Cross. 
In 1963 the 12 organizations in Table 6-7 derived 14.6 per cent of their 
total income from these “other” sources. 


Distribution of Funds 


Voluntary health organizations have developed either to provide 
services or to finance research. Consequently the largest portion of each 
organization’s funds is spent on patient services or on research, depending 
on the organization’s orientation. This is borne out by Table 6-7. The Cana- 
dian Arthritis and Rheumatism Society, the Canadian National Institute for 
the Blind, the Canadian Paraplegic Association, the Red Cross Society, 
and the Victorian Order of Nurses all spend most of their income on patient 
services. The Canadian Cancer Society, the Canadian Heart Foundation, the 
Multiple Sclerosis Society, and the Muscular Dystrophy Association, on the 
other hand, all spend most heavily on research projects. For the 12 organiza- 
tions listed, 59 per cent of the expenditure was allocated to patient services, 
and 15 per cent to research. However, 6 organizations spent nothing on 
research. 

Voluntary organizations depend upon support from private citizens 
and corporations, and they have to keep the public aware of their role in 
the health field. Many organizations do this at the same time as they are 
trying to educate the public with respect to a specific disease and preventive 
health measures. If the agency spends its funds solely for advertising, that is, 
to gain financial or other support from the public, then it is not a public 
education cost. However, in most cases the organizations combine education 
and advertising costs in their financial reports and it is impossible to separate 
them. In Table 6-7 where they appear combined, they have been placed in 
the public education category and footnoted accordingly. Advertising costs 
alone were regarded as a fund-raising cost and included in the administrative 
cost category. 

Two of the organizations included in Table 6-7, namely the Canadian 
National Institute for the Blind and the Canadian Paraplegic Association, 
are listed as having no expenditure on public education in 1963. The remain- 
ing 10 spent from 0.1 per cent (the Victorian Order of Nurses) to 39.6 per 
cent (Health League of Canada) of total expenditure in 1963. The average 
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proportion of total expenditure allocated to this area by the 12 organiza- 
tions was 9.5 per cent. 

The final expenditure common to all voluntary organizations is for 
administration. As the data available for the compilation of Table 6-7 were 
not homogeneous due to the disparate methods of financial reporting, the 
administrative category is necessarily a broad one. The general definition 
used was that any expenditure that was not directly related to patient 
services, research or public education, but did relate to the machinery for 
the provision of these services, was an administrative cost. In this fashion, 
the cost of fund-raising was included in the administrative category. 

In Table 6-7, administrative expenditures formed, with one exception 
a quite regular proportion of total expenditure. The average expenditure for 
administration in 1963 by the 12 organizations was 13.1 per cent of total 
expenditure. The Canadian Mothercraft Society spent the highest proportion 
on administration. However, this is the consequence of a reporting system 
that did not separate the salaries of staff responsible for operating the society’s 
hospital from those of the administrative staff. Considering the other 11 
organizations, it may be seen that, generally, the larger the organization the 
smaller the proportion of total expenditure spent on administration. In other 
words, there seem to be economies of scale in the voluntary field. However, 
any comparison of administrative costs must bear in mind that the different 
organizations have different administrative structures and different reporting 
procedures. 

These differences may also account for the residual expenditure 
category used in Table 6-7, which includes as “other” all those expenses that 
did not fit in the other four categories. The average expenditure in 1963 on 
this category was 2.8 per cent. 


ORGANIZATION 


Although health and welfare in Canada are matters that are largely 
under provincial jurisdiction, there is also federal legislation that permits 
voluntary organizations to obtain national incorporation. In consequence, 
voluntary organizations may be incorporated nationally, provincially or both. 
In some cases, local chapters may be incorporated as well, so that any 
organization may have national, provincial and local chapters all with some 
degree of autonomy and with powers and responsibilities varying between 
organization levels. 

In the development of voluntary organizations the movement has gone 
two ways, either from the national level to the provinces and regions or from 
the local or provincial society to the national level. Such movements have, 
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of course, called for considerable adaptation at all levels, not only in the 
structure of the organization, but in the functions to be carried out and the 
priorities to be established. For example, the Canadian Mental Health Associ- 
ation, originally founded as a national organization, had as its main purpose 
public education for an enlightened approach toward treatment of mental 
illness, as well as the promotion of mental health. However, some local 
chapters and provincial divisions developed out of older societies which had 
already built up programmes of voluntary visiting to mental hospitals, 
recreational programmes for the psychiatric patients and social action of a 
purely local (e.g., SHARE in Manitoba) or provincial (Nova Scotia) nature. 

In contrast, the Canadian Association for Retarded Children under- 
went considerable evolution on a local and provincial level before 1955 when 
seven provincial associations joined to form the Canadian Association for 
Retarded Children. Another three years were to pass before the national 
organization received its Letters Patent. Staffing and financing a national 
office came even later, in 1959, as local priorities for the establishment of 
facilities for the trainable retarded consumed the time, energy and finances 
of the determined parents. As local and provincial governments began to 
assume increasing responsibility for the trainable, as well as the educable 
and custodial categories of the mentally retarded, the Association moved to 
achieve effective liaison with the federal and other governments on a national 
basis. 

Other organizations with varying distribution of responsibility for the 
implementation of broad national policy are: the Canadian Foundation for 
Poliomyelitis, the Canadian Society for Crippled Children and Adults,’ the 
Canadian Cystic Fibrosis Foundation, the Canadian Hemophilia Society, the 
Multiple Sclerosis Society of Canada and the Muscular Dystrophy Association. 
The national office assumes responsibility for the provision of educational 
materials and administers research programmes while the local associations 
negotiate methods of fund-raising and devise programmes of patient-aid. 
The Canadian Arthritis and Rheumatism Society provides an example of what 
appears to be a balance of powers with regard to decisions concerning pro- 
gramming and distribution of staff. Like most of the organizations discussed 
above there is a National Board of Directors advised by a National Medical 
Advisory Board. There is a structure at the provincial divisional level, with 
most divisions being administered by medical directors, full- or part-time. 
Conforming with the usual pattern, the research and professional education 
programme is administered nationally, and there is a central mailing list. 
Tabulation and analysis of treatment statistics are done at the national level. 


1These two organizations joined nationally in 1962 to form the new Rehabilitation 
Council for the Disabled. Each agency retained its own national charter. While most provin- 
cial and local societies have followed the example set by the national organization, some 
have not. 
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This is possible when there are professionals in the health field at the local 
level who provide the data. 

Other distributions of functions exist, however. For example, pro- 
vincial divisions have only been developed since 1953 in the Victorian Order 
of Nurses; the local chapters have the responsibility for raising sufficient 
funds to operate on a financially self-sufficient basis. The national office main- 
tains statistics, determines policies and standards and is responsible for the 
hiring and allocation of staff. The national office also assists in establishing 
new branches and new services. 

In the St. John Ambulance, the national headquarters provides gen- 
eral direction and supervision of instruction and voluntary services including 
the preparation of instructional material and maintenance of central purchas- 
ing and stores. The Canadian Cancer Society is affiliated with the National 
Cancer Institute but incorporated separately, with the latter being the research 
branch of the Society. The president of each is appointed as officer to the 
board of the other, and there is a joint executive director and treasurer. The 
Canadian Red Cross has a Central Council consisting of approximately 60 
members which is the governing body of the Society. Twenty national standing 
committees co-ordinate the provincial and local efforts in their area of 
concern and provide continuity in policy. 


VOLUNTARY HEALTH ORGANIZATIONS IN SELECTED 
COUNTRIES WITH COMPREHENSIVE 
HEALTH SCHEMES 


Some concern has been expressed to us that the advent of a compre- 
hensive health care programme may seriously affect individual initiative 
and voluntary effort, which have played such a significant role in the develop- 
ment of health services in Canada. In fact, however, the broader the concept 
of health care and the more extensive the provision for it, the greater is 
the responsibility of every citizen and every group for the promotion of 
community health. This is evident from a summary of activities in countries 
with comprehensive health programmes, illustrating the way in which 
voluntary organizations are supplementing the statutory agencies in the 
development and elaboration of existing services, and are leading the way in 
the exploration of new ones. In fact, the analysis of the experiences of other 
countries with the comprehensive health schemes has confirmed our own 
conviction that there is an expanding and even more useful place for voluntary 
organizations in Canada. They can be of even greater service to the Canadian 
people within the framework of an all-inclusive health service programme. 
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In considering the voluntary organizations in other countries, it is 
noteworthy that there is a growing tendency for Canadian voluntary organiza- 
tions to be associated with them in international bodies. In some instances, 
Canadians have taken an active lead in the development of international 
standards, for example, in rehabilitation, mental retardation and tuber- 
culosis, in the management and control of disease, as well as in the imple- 
mentation of those preventive measures which will contribute to the well- 
being of mankind. We review below developments in the following countries: 
United Kingdom, Denmark, Sweden, Norway, New Zealand, and Israel. 


United Kingdom 


It might be thought that under the British National Health Service 
the role of the voluntary organization would have diminished. This however 
has not been the result. “Voluntary bodies have proved to have a role to 
play, working in co-operation with State agencies, not in competition with 
them, and voluntary workers are active not only in the service of voluntary 
bodies, but also of official ones and in the conduct of public affairs.’ As the 
traditional areas of responsibility, particularly the financial support of 
existing services, have gradually been replaced by the expansion of public 
social services, the energies of voluntary groups have been directed to the 
development of new services. “In exploring new or better ways to help 
people in various kinds of distress, the voluntary bodies have a freedom to 
innovate and experiment which is not open to bodies limited by the terms of 
their statutory powers and accountable to the public as a whole for the way 
they spend their funds.”2 They bring to their work a devoted enthusiasm 
and an independence in approach which militate against the rigidity or 
remoteness which can occur in undilutedly expert and official systems. 

Among the areas where voluntary organizations have continued to 
operate is the provision of supporting services for those who are ill or 
handicapped and are not in hospital. The Women’s Voluntary Service is the 
leading British voluntary organization in the area of provision of services 
to the handicapped. Through its 1,500 W.V.S. centres it lends a hand in the 
practical difficulties of the handicapped, visiting the sick, bringing “meals on 
wheels” to the home-bound, minding children, and carrying out relief work 
for the victims of fire and flood. 

Another area of service where voluntary organizations continue to 
make a contribution is the provision of ambulance services. Local authorities 


1 British Information Services; Voluntary Service to the Community in Great Britain, 
No. R5089, August 1961, p. 1. 

* [bid., D. 3. 

* Ibhid., p-.1; 
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who bear the responsibility for providing ambulance services in some cases 
have entered into agreements with the Order of St. John and the British Red 
Cross Society to provide all or part of the service. The Hospital Car Service 
is an area where the role of voluntary organizations in ambulance service 
may expand, organized by the British Red Cross, the St. John’s Ambulance 
Brigade, and the Women’s Voluntary Service, it relieves pressure on the 
National Health Service ambulance service by providing free transportation 
in private cars. 

Voluntary organizations provide valuable services in helping the 
mentally disordered. The largest voluntary association aiding the mentally 
disordered is the National Association for Mental Health. Others include 
the National Society of Mentally Handicapped Children, the Mental 
Health Research Fund, and the Mental After Care Association. The League 
of Friends provides volunteer visitors to many mental hospitals. The 
National Association for Mental Health alone, or in partnership with local 
authorities and other organizations, operates hostels for the retarded or the 
mentally ill. The Association stimulates progress in mental health by spon- 
soring public and professional education and by carrying out pilot projects 
on new services. 

Finally, voluntary organizations are represented on the Regional 
Hospital Boards. All members of these Boards serve without remuneration 
on honorary appointments.? 


Denmark 


Despite extensive public participation in health care in Denmark, 
the voluntary organizations continue to have a significant role in the Danish 
health programme. As a recent report pointed out there are “a number 
of fields, e.g. of an experimental character, where private effort has its 
special merits”’.? 

In many cases it was private initiative which originally provided a 
service for the handicapped. When public support became necessary, many 
of the voluntary agencies continued to provide services financed by public 
funds while special services for the handicapped were provided exclusively 
by voluntary organizations who received State grants. 

In addition, there are institutions which attend to special categories 
of disabled persons: the Association for Spastic Children, the National 
Association for the Prevention of Multiple Sclerosis, the I.R.P. (assisting 
the group suffering from polio-induced respiratory paralysis), the Association 


1 Health Services in Great Britain, Central Office of Information, Reference Pamphlet 
No. 20, London: Her Majesty’s Stationery Office, 1960, p. 11. 
i. 2 Rehabilitation and Care of the Handicapped in Denmark, International Relations 
Division, Ministries of Labor and Social Affairs, Copenhagen: 1963, p. 10. 
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for the Establishment and Running of Children’s Institutions for Spastic 
and other Handicapped Children, the Danish National Association for 
Infantile Paralysis, the Sanatorium Association of the Co-operative Societies 
(for rheumatic diseases), and the National Association for the Prevention 
of Rheumatic Diseases all operate institutions for their special groups. The 
Cripples Fund, a voluntary fund-raising agency, carries out comprehensive 
projects for the benefit of the crippled. 

Although epileptic patients receive treatment in general hospitals, 
the main responsibility for epileptics in Denmark lies with the State-approved 
private institution, the Filadelfia Colony. The operating expenses of this 
organization are paid mainly from public funds but the administration is 
under voluntary auspices. The National Association for Epilepsy is a patient- 
member organization of epileptics. 

Basic medical, educational and vocational services for the blind and 
partially sighted are provided by the State, under a joint administrative 
sponsorship with voluntary organizations. This government service provides 
institutes, printing, a library for the blind, a clinic dedicated to fighting 
hereditary blindness, a registration system, and educational and employment 
opportunities for both young and old. Within this government framework the 
voluntary agencies have a small but significant role. The Danish Society for 
the Blind and other voluntary organizations and institutions run State- 
approved nursing homes and apartments; and a counselling service to give 
the blind help and guidance is run co-operatively by the State and the 
Danish Society for the Blind. Finally, there is one private industry that, in 
close co-operation with the government, employs blind personnel almost 
exclusively. 

As with the blind, care of the deaf is largely carried out by the State. 
However, again the general programme is supervised by a joint board repre- 
senting both government and voluntary bodies interested in the care of the 
deaf. With respect to the voluntary organizations, the Danish National 
Association for the Deaf represents the interests of the deaf. The hard of 
hearing are represented by the National Association for the Promotion of 
Better Hearing. 

The care of those suffering from speech defects is provided free of 
charge and is concentrated in two regional State institutions. These institu- 
tions also treat some cases of word-blindness but the most severe cases are 
referred to voluntary-organized institutes for the word-blind, of which the 
largest is the Institute for the Word-blind near Copenhagen. 

Responsibility for the mentally handicapped also rests with the State. 
Danish legislation recognized that it was better to keep handicapped children 
within the family if possible, and therefore it provided that day schools 
established by private initiative or local authorities could receive State sub- 
sidies. This legislation applies to both the physically and mentally defective. 
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Hospitals for the mentally ill are mainly State-operated but there is also an 
auxiliary programme where institutional care is supplemented by supervised 
family care.* 


Sweden 


As in the other northern European countries, in Sweden the first steps 
in most areas of health care were the result of private initiative. The fight 
against cancer, tuberculosis, mental illness and other diseases was begun 
by the efforts of voluntary organizations. However, to a very large extent, 
these functions have been undertaken by the State and the voluntary groups 
are mainly concerned with the public information aspects of the campaign 
against the diseases, especially tuberculosis and cancer. Services for crippled 
children are operated by volunteer agencies and generously supported by 
the public.? 


Norway 


With very few exceptions, health insurance now covers every resident 
in Norway. Three Norwegian voluntary health organizations work primarily 
with problems arising from cancer. The largest of these is the National 
Cancer Society and it finances a great deal of research and helps with the 
social problems of cancer patients. These voluntary organizations, and the 
other Norwegian organizations, like their counterparts in other Scandinavian 
countries, play a role which supports that of the government service. 

In Norway a large proportion of mental patients are attended in 
private homes. With respect to maladjusted children, a children’s psychiatric 
institute has been opened in Oslo under private initiative. This institute not 
only provides care, but also performs a training function. Enlargement and 
improvement of treatment for the mentally retarded is being carried out 
through the close co-operation of the State and wide private initiative.® 


New Zealand 


Although New Zealand has a comprehensive health services program- 
me, there is a notable list of voluntary agencies performing many essential ser- 
vices. As a recent report points out, “...a feature of the health services in 
New Zealand is the manner in which official and voluntary efforts are 
integrated”. In many cases the voluntary agencies are “encouraged and 


1 Halck, N., Social Welfare in Denmark, Ministries of Labor and Social Affairs, Copen- 
hagen: 1961, p. 51. 

2Nelson, G. R., Freedom and Welfare, Social Patterns in the Northern Countries of 
Europe, Ministries of Social Affairs of Denmark, Finland, Iceland, Norway, Sweden, 1953, 
p. 374. 


3 Evang, Karl, Health Services in Norway, E. K. B. Boktrykeri. Oslo: 1960. 
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assisted” in their work by grants from public funds. The most significant of 
the voluntary organizations are: the Plunket Society, the King George the 
Fifth Memorial Children’s Health Camps Federation, St. John Ambulance 
(N.Z.), the New Zealand Red Cross Society, the Crippled Children’s Society 
and the New Zealand Federation of Tuberculosis Associations. 

The Plunket Society operates six Karitane hospitals for babies needing 
special care and for the training of “Plunket nurses”. These nurses instruct 
mothers, visit the homes of nearly all newborn babies, and staff clinics where 
children are examined regularly. In rural areas where there is no Plunket 
clinic, public health nurses do infant welfare work. The Plunket Society 
and the Government co-operate to ensure that each child receives five medical 
examinations before his twelfth year, and all the necessary inoculations and 
vaccinations. The Society, which provides its services free, receives subsidies 
from the Government and also receives strong financial support from all 
sections of the public. In this respect the Society is quite similar to our own 
Victorian Order of Nurses. 

The King George the Fifth Memorial Children’s Health Camps 
Federation maintains a chain of permanent health camps for delicate and 
undernourished children. Like the other voluntary organizations, the Federa- 
tion works in close co-operation with the Department of Health to ensure 
that the available resources are utilized to the best advantage, and it retains 
its voluntary character. The financing for the Federation’s activities is derived 
from two sources: public donations and from a government subsidy derived 
from postal surcharges on specially designed health stamps. 

The St. John Ambulance (N.Z.) has divisions throughout the country 
carrying out free ambulance work and instruction in first aid and home 
nursing. This organization, like ours, provides first aid to participants and 
spectators at sports events. The New Zealand Red Cross Society gives training 
in first aid, home nursing, hygiene and sanitation, and emergency transporta- 
tion of the injured. Graduates of the Red Cross classes form voluntary first- 
aid detachments. 

The Crippled Children’s Society keeps a register of all crippled chil- 
dren, helps them acquire all possible medical treatment, and undertakes voca- 
tional training and home education where these are required. The interests of 
patients suffering from tuberculosis are protected by the New Zealand 
Federation of Tuberculosis Associations. As well as assisting the Department 
of Health with the health education of the public with respect to tuberculosis, 
it also concerns itself with the after-care and vocational training and guidance 
of patients. 

Provision of care for the aged has involved the joint efforts of the 
government, hospital boards, municipal bodies and religious and social 


1New Zealand Official Yearbook, Department of Statistics, Wellington: 1963, p. 154. 
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welfare organizations. A programme for providing meals to old people 
is in operation. The voluntary organizations which build homes for the 
accommodation and care of old people receive a building subsidy of 100 per 
cent of the approved capital cost. These voluntary groups also finance the 
maintenance and management of the homes and control their operation. 
Other voluntary organizations manage or support homes for crippled children 
and for the mentally retarded. 

In summary, it can be seen that the introduction of a comprehensive 
health care programme has not meant the end of voluntary agencies in New 
Zealand. There remains a very important place and a need for the special 
services they can offer, both within and to supplement the health care services 
provided through government. 


Israel 


Israel has the highest estimated physician-population ratio, 1:400, 
and a health programme with comprehensive coverage of approximately 
80 per cent of the population. Nevertheless it encourages the development 
of new voluntary health organizations, integrated into the scheme of health 
and welfare services. They are to support and supplement the medical services 
beyond the basic care of the educational, recreational, social, camping, and 
personal needs of patients and families as well as public health education, 
and the drive for enlightened legislation.” 


CONCLUSION 


The foregoing review of the financial and administrative structure of 
voluntary health organizations demonstrates a kaleidoscopic variety in origin, 
objectives, and methods of achieving these objectives. They are distinct in this 
respect from the more static and well established pattern of government 
services, but it is the variety and adaptability of voluntary organizations 
which makes them uniquely suited to seek out unmet needs and to pioneer 
new methods. 

It is obvious from the experience of other countries that the introduc- 
tion of publicly supported health services programmes in no way diminishes, 
although it may alter, the role of voluntary effort. In fact, it appears that 
the voluntary agencies have taken on more important new directions as the 


1 Health Services in New Zealand, New Zealand Embassy, Washington, D.C., 1961. 

2 Paltiel, Freda L., “The Israel Rheumatic Fever Society, a study of a Voluntary 
Health Organization”; Public Health, Vol. 5, No. 4, Israel Ministry of Health, Jerusalem, 
November 1962, pp. 480-490 (English Translation, Reprint). 
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government has provided funds to relieve them of established services whose 
costs restricted their pioneering and expansion into new areas. 

Their experience parallels to a degree what happened to hospital 
auxiliary societies in Canada following the introduction of hospital insurance. 
Being relieved of the essentially negative role of raising funds for hospital 
deficits, the auxiliaries have, on an expanding scale, directed their efforts to 
positive objectives. 

There is, in our opinion, an important place for voluntary effort in 
the comprehensive health care programmes such as we recommend and we 
have strongly emphasized this point in Volume I.1 We believe that, as 
demonstrated in other countries, voluntary organizations, in co-operation with 
the health professions, universities, and governments, will be able to accom- 
plish even more in the future than they have done in the past. There is more 
work for both voluntary agencies and governments to accomplish than 
likely can be accomplished in the foreseeable future. 

Yet there are powerful forces at work in society today, particularly 
specialization and technical change. These are profoundly influencing all 
organizations in Canadian society and voluntary services are equally affected 
by these developments. Specialization and the development of new services 
and methods of providing services will continue as voluntary agencies 
acquire new responsibilities, but the more this happens, the greater will be 
the need for co-ordination of these activities. 

Changing health problems will require continuous evaluation of the 
services provided by voluntary organizations. These organizations have 
increasingly recognized the need for co-ordination of services and we have 
observed instances where closer co-ordination and even far-reaching financial 
and administrative integration of several organizations has brought about a 
more effective approach to their respective objectives. As an integral partner 
in the health services complex, voluntary organizations also will have to 
demonstrate their willingness to participate in the wider planning and evalua- 
tion of all health services which have become so necessary for the effective 
functioning of the health services complex. 

The organizational structure which we have outlined in Chapters 7 
and 8 should facilitate this development. The integration of representatives 
of voluntary health organizations including those concerned with the pre- 
vention of disease or accidents into the institutions responsible for the planning 
of health services, i.e., the Health Planning Councils, will strengthen their role 
and lead to their recognition in those areas where the need for their services 
has been determined. This applies particularly to their relationship with 
government agencies with whom a true partnership will evolve. Representation 
on Health Planning Councils will also enable them to observe their activities 


1§ee Volume I, Chapter 1, p. 12. 
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within the framework of all community services and to determine unmet needs 
on the one hand and redundant activities on the other. It will make for the 
effective pooling of effort among the various voluntary organizations as well 
as between voluntary and government agencies. 


The Commission recommends: 


224. That voluntary agencies have an integral place in any comprehensive 
health care programme and that they participate actively in the work 
of the various planning councils. 


The basic principles of financing voluntary health activities will be 
altered to the extent that the personal health services they provide will be 
paid for under the Health Services Programmes. In this respect the financial 
needs of voluntary organizations will be determined by the services they are 
required to provide, just as the needs for supplementary services, research 
and educational activities will become apparent from the operation of the 
Health Services Programmes, the work of the Health Sciences Research 
Council, and the review of health needs by the Health Planning Councils. 
This should go a long way in indicating the extent of financial needs and the 
required share of the income from united appeals to be allotted for certain 
activities. The fact that the Health Services Programmes will relieve volun- 
tary organizations of the costs of personal health services will enable them 
to devote some of their resources to other purposes or to lower their bud- 
getary requirements. 

This summarizes our conception of the future of voluntary effort in 
the field of health services. It would not serve a practical purpose to list 
specific services which voluntary organizations should or should not provide 
in the future: the needs change, new types of services develop and old ones 
become obsolete. Like all other services, those provided by voluntary organ- 
izations will change as current needs and current awareness and knowledge 
of needs change. This is how voluntary services came into being in the past 
and this is how necessary changes will take place in the future. 

One point relating to the present system of financing the activities 
of voluntary health organizations, however, must be stressed. As more 
voluntary organizations have been established to meet new needs, the public 
which is expected to contribute to these various causes has been faced by 
a bewildering and growing multiplicity of appeals without possessing the 
information needed to see the seemingly competing demands for support 
in their proper perspective.t There is a danger that this situation will result 
in apathy towards legitimate appeals unless assurance is given that voluntary 
work and donations will be used in the most effective fashion. We are con- 


1Private donations for health research are discussed in Chapter 4, pp. 128-130. 
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fident that this danger can be overcome by the voluntary organizations adopt- 
ing a more effective reporting system which is now being used by some 
national voluntary organizations. 

We have already mentioned the annual reports submitted to the 
Department of National Health and Welfare by voluntary organizations 
receiving grants.1 This is a satisfactory way of keeping the public informed 
and all national voluntary organizations should prepare annually such a 
report on their activities. In this way the public will become aware of the 
assets and liabilities, incomes and expenditures, as well as the volume and 
type of services rendered by the various organizations. 


The Commission recommends: 


225. That all voluntary health organizations submit an Annual Financial 
Report to the Department of National Health and Welfare, describing 
their functions as well as showing assets and liabilities, income by 
source and expenditures under appropriate headings, duly audited in 
accordance with accepted auditing practices. 


226. That the Department of National Revenue take cognizance of the 
organizations so reporting, when recognizing donations as charitable 
exemptions under the Income Tax Act. 


We are convinced that, as in other countries, voluntary health organ- 
izations in Canada will continue to adapt their contributions to the needs 
of the day and of tomorrow in a constructive and flexible manner so that 
they can effectively supplement, as fully accepted partners, the private and 
public endeavours to provide Canadians with the best possible health care 
that today’s knowledge and future scientific progress will be able to provide. 


1 See p. 177. 


7) 


Organization of Health Services 


We have emphasized repeatedly both in the first volume of our Report and 
throughout this second volume that the principal sources of improved 
health—other than the responsible behaviour of Canadians—are the num- 
ber and skills of physicians, dentists, nurses, pharmacists, scientists, tech- 
nicians and other people who participate in the provision of health services. 
The quality of health care therefore depends on the education and the 
training of the large and growing number of those who provide health 
services. We have also stressed that the quality of health care depends on 
talents and attitudes not so easily described, on the dedication of health 
personnel. The relief of pain and suffering, the development of confidence in 
those in distress, the comforting of the afflicted, the preparation of a person 
for death, the consolation of those bereaved or who must face the burden 
of sorrow associated with a severely retarded or crippled child and ulti- 
mately, in some cases, the necessity to bear the responsibility for life or 
death are tasks that must be borne by many in the health professions and 
the manner in which they are carried out is of major importance for the 
quality of health care. 

Our recommendations relating to the manner in which health ser- 
vices should be organized within the Health Services Programmes recog- 
nize the paramount position of the personnel providing health services and 
will ensure that the quality of health services is maintained and improved. 
The changes that we envisage are in accord with the Health Charter for they 
are based on the maintenance of a close relationship between those who 
provide and those who receive health services including freedom of choice 
on the part of the patient and of the physician. They also recognize the 
necessity for the maintenance of free self-governing professions and _insti- 
tutions and the participation of such professions and institutions in the 
planning and implementation of the future development of the Health Ser- 
vices Programmes. They do not involve any control over the physician or 
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dentist in the practice of his calling.1 All these hallmarks of high quality 
care would be maintained and improved in the future just as they have been 
maintained and improved in the past. 

It is necessary, however, to recognize that individual health pro- 
fessionals and health institutions by themselves cannot provide all the con- 
ditions needed to ensure that Canadians obtain the best possible health 
care. In a country with an expanding population, where people are highly 
mobile and are becoming increasingly urbanized, some form of organization 
must ensure that the supply of health personnel and health capital expands 
to meet the needs of the growing population and that personnel and facilities 
are available in those areas where they are required. Similarly, in an age of 
rapid scientific and technological change, some organization must ensure 
that research and technical development is fostered in the field of health 
and that scientific and technical advances are embodied in better qualified 
personnel and the most up-to-date equipment. Finally, in view of the need 
to improve the quality of health care that Canadians receive and to ensure 
that scarce health resources are used most effectively, some organization 
must take the responsibility for evaluating the quality of health services and, 
what is essentially another dimension of quality, the manner in which scarce 
resources are utilized. 

We are aware that many organizations, professional, voluntary and 
government, have performed valuable work in all these areas. At the 
same time, through the submissions made to us, through our hearings, and 
through the work of our research staff, we were made aware of the need 
for further improvements in the organization of health services and resources 
if the potentialities of the future are to be realized in the form of good 
health care. It was these considerations that led us to state in Volume I that 
an essential element in the provision of the best possible health care for 
Canadians was the improved organization of health services and to specify 
the organizational structure that we believed could best meet the needs of 
all Canadians. 

Our purpose here is to examine in more detail the organizational 
structure that we recommended, to indicate the basis for these recommenda- 
tions and finally to indicate the improvements that would arise from such 
changes. We have not recommended changes in organization just for the 
sake of change. We have recognized that all organizations in the health field, 
whether private, voluntary, governmental, or some combination of these, 
are no more than intermediaries, devices for bringing together individuals 
who need health services with those who can provide them. Nevertheless, 
if the needs of consumers and providers of health services are to be well 


* See p: 211: 
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served, organizations must continue to adjust, as they have done in the past, 
to the dynamic forces that make, and will continue to make for change in 
this country. Our recommendations in this area do no more than facilitate 
this process. They are designed to further the co-operation of private prac- 
titioners, voluntary organizations and public bodies in making the fruits of 
the health sciences available to all Canadians without hindrance of any kind 
and, in so doing, enable them to make the most effective use of all the 
nation’s health resources. 


RECENT TRENDS IN BUSINESS AND 
GOVERNMENT ORGANIZATION 


In almost every area of the economy the most striking characteristic 
of modern organizations, whether they be private or public, is an awareness 
of the need to change: to adjust to technological development, changes in 
demand, shifts in population. Moreover, this awareness of the need for 
change has been accompanied by an increasing concern with planning— 
with the preparation of projections of demand, with the setting of targets, 
with the assessment of alternative ways of achieving goals, with the evaluation 
of past performance for the determination of future actions, with the develop- 
ment of broader views of the consequences of individual decisions for the 
economy or society as a whole. 


To some extent this has been the consequence of the growth in the 
size of organizations. In many areas of the economy the scarcity of skilled 
manpower and the productivity gains to be derived from specialization of 
functions and the consolidation of marketing processes have profoundly 
influenced organizational structure in the direction of larger scale, reduction 
in the number of small units and the concentration of production and dis- 
tribution units in larger centres of population. Such developments are as 
evident in retail merchandising as they are in automobile manufacturing; in 
transportation services as they are in food processing. Nor have services 
produced in the public sector of the economy been immune to such changes. 
Government agencies and educational systems to name but two have been 
subject to the same process. The average educational unit for example has 
grown in size and provided more specialist services for a larger area as the 
growth of knowledge and the relative scarcity of specialists led to the inte- 
gration of small local educational units into larger regional units. Units of 
local government have been expanded as the advantages accruing to larger 
regions led to amalgamation. 


As the size and complexity of private and government institutions 
have grown there has been an increased awareness of the need to ensure 
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that the large complex organization actually achieves its goals; that it does 
meet the needs of the community and uses scarce resources efficiently. The 
gains associated with large-scale enterprise may be offset by the losses asso- 
ciated with centralization; with a failure to meet the wishes of those who 
buy the product or with an inability to produce new products, to generate 
successfully innovation and production. Alternatively scarce resources may 
be wasted at the periphery through failure to co-ordinate decision-making 
at the centre. In the case of government, over-centralization may result in 
a failure to provide adequately and efficiently the services that the public 
desires. 


In a competitive economy, a firm that failed to produce the goods 
and services that people want, or produced them at a higher cost than a 
competitor, would ultimately find its profits seriously reduced and perhaps 
be forced out of business. In these circumstances, the development of high 
speed data-processing units along with advances in information theory have 
enabled management of a modern corporation to become increasingly con- 
cerned with the assessment of objectives, the means available to reach these 
objectives and possible conflict of objectives. They have enabled decision- 
makers to include many more variables in their projection of the future 
path of the organization thus giving them greater accuracy in fundamental 
decision-making. They have also permitted more decentralized operations 
since the activities of such units can be quickly reviewed and changed if 
necessary. In such circumstances unnecessary fragmentation of responsibility 
is avoided as well as the wasteful use of scarce talents. The over-all objective 
of the organization is achieved while effectively decentralizing decision- 
making to permit the greatest possible freedom for individual activity. In 
short, interdependence and flexibility are promoted rather than bureaucracy. 


Organizations, such as governments, which provide services not sub- 
ject to the test of the market, are also becoming increasingly aware of the 
need for a continuous appraisal of their ability to meet the needs of the 
public and of the means used to achieve their goals. The Report of the Royal 
Commission on Government Organization has documented the need for these 
appraisals. Commenting on the problem of duplication and overlapping 
responsibility in the area of defence, the Commissioners stated that “.. . there 
is a growing range of activities of common concern to the Services, for 
which the traditional basis of organization is unsuited. It is increasingly 
recognized that to maintain three separate organizations for such functions is 
uneconomic. Moreover, the chronic scarcity of many of the skills involved 
cannot be ignored”.t Again the need for decentralized operations within a 


1The Royal Commission on Government Organization, Special Areas of Administration, 
Vol. 4, Ottawa: Queen’s Printer, 1963, p. 68. 
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framework of centralized policy formation was emphasized by the Com- 
mission as follows: “An exaggerated concern with ministerial authority . . . 
will produce administrative apoplexy at the centre of government and 
paralysis at the working extremities, and cause frustrating delay and in- 
convenience to the public”.1 Here, as in the case of business, the use of data- 
processing equipment and the development of techniques for evaluating the 
costs and benefits of alternative courses of action, to some extent now make 
it possible to subject government programmes to rational analysis and the 
Commission stressed the need for the application of such tools in many areas 
of government activity. 


Along with this emphasis on the evaluation of internal decision- 
making there has also developed an increased awareness that individual 
decisions may have unforeseen consequences for the community as a whole. 
That is, it has become clear that decisions in one area may have, because 
of a lack of complete information, unforeseen consequences for another 
area. The concentration of industrial production in metropolitan regions and 
the economic and social decline of regions where industries have shut down 
may have consequences for both regions that private decision-makers have 
not taken into account. We could go on to enumerate these conflicts but 
the organizational needs are clear. Increasingly it has become accepted that 
some public or semi-public body must take the responsibility for providing 
an over-all view, for pointing out where policy and administrative conflicts 
may lie. 

It is from such developments that the current concern with “plan- 
ning”, with the recognition that a broader view of the consequences and 
the results of decision-making must be taken, has arisen. As a consequence, 
organizations such as the National Economic Development Council in Britain 
and the Economic Council of Canada have been developed, containing repre- 
sentatives of groups such as management and labour, and having access to 
technical staff. These bodies endeavour to establish rates of economic 
growth, to evaluate alternative paths to achieve growth, and, through the 
weight of their authority, seek to convince government, business and labour 
to take a longer term view of economic growth and to adopt policies that do 
not conflict with but lead to a high rate of achievement. This type of plan- 
ning has come to be called “indicative planning” since it indicates the path 
that should be followed but does not give the planning authority the power 
to take steps to change a situation. As a result of important successes, 
such planning has become an essential part of the operations of most Western 
economies. 


“Ibid. Vol, 5; p. 716. 
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RECENT TRENDS IN THE ORGANIZATION OF 
HEALTH SERVICES 


It is evident that the business and government organizations that exist 
in Canada today are profoundly different from those of a generation ago. 
They are learning to live in a world of rapid change, where some degree 
of co-ordination and planning is necessary, where mathematical theories of 
decision-making and data-processing equipment are used to achieve both the 
goals of the organization itself as well as those of society as a whole. How 
far have organizations concerned with health care and health services also 
adjusted to this dynamic world? How successfully have they mastered the 
problems of effective organization and planning for the future? 

When attempting to answer these questions it is necessary to keep 
in mind that health services are a relatively unique product in that the 
ordinary market forces do not operate to the same extent as they do in the 
production and distribution of most other goods and services. Health serv- 
ices are not generally produced by business corporations raising their own 
funds in the market, employing health personnel on salaries and wages, 
carrying on research and in-service training and financing all these activ- 
ities by selling health services in a competitive market. Rather they are 
produced by a variety of independent persons and suppliers, some of whom 
are independent professional men, others government or voluntary organiza- 
tions. For example, a crucial component in the provision of health care is the 
hospital in which independent practitioners have access to skilled ancillary 
personnel and capital at no direct cost to themselves. Hospitals, however, are 
generally organized on a non-profit basis by voluntary organizations or gov- 
ernment bodies, they finance their capital accumulation through philanthropy 
or government grants and obtain their operating revenue principally through 
payments made under the Hospital Insurance and Diagnostic Services Act. 
Again it is not profit-oriented enterprise but governments and voluntary 
organizations generally that are responsible for the provision of community 
health services, the operation of home nursing programmes, rehabilitation 
programmes, the financing of health research and the provision of educational 
facilities. Such activities are almost entirely financed through taxation or 
philanthropy. 

The special characteristics of health services have led to an insti- 
tutional structure in which production and the use of resources generally are 
much less influenced by competition and the search for profits than in the 
economy generally. It is also the case that the influence of the consumer 
is much less in this area. Unlike many other goods and services the consumer 
as a rule is incapable of fully evaluating the health services he receives or even 
if he needs them. It is true that the decision to acquire health services usually 
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is made by the individual or family head who decides to go to a physician or 
dentist. But hospital services, medical services, prescribed drugs and dental 
services can only be obtained through the decision of a physician or dentist 
and it is the practitioner generally who determines the amount, type and 
location of services received. In this area the recipient lacks the competence 
to judge what is appropriate. 


Consumers, of course, are not reliable judges of many of the commod- 
ities they buy. Laws have been passed to control the quality of many foods 
or to provide information to enable them to purchase goods with some degree 
of competence. Yet health services, along with other professional services 
such as legal or educational services, are relatively unique in that there 
seems to be no way to provide the buyer with sufficient information to judge 
the quality of service he purchases. Moreover, while the consumption of 
legal or educational services is unlikely to do harm to the individual, this 
is not the case for many health services. Thus, “unnecessary” surgery, exces- 
sive radiological services or too many prescription drugs can have serious 
consequences for the user. It follows then that for the majority of health 
services, the amount, the type and the location of health services must be 
decided by the practitioner on the grounds of medical or health needs. The 
judgment of the profession determines quality of care; the consumer gener- 
ally does little more than accept the decision of the practitioner. 


But many individuals do not possess the knowledge or are unaware 
that they are in need of health services at all. Clearly, since many individuals, 
particularly children, would suffer permanently from failure to obtain health 
care, it has been necessary to create demand, to make individuals aware of 
the need to use health services either by advertising, or education, or mass 
screening programmes (such as those for tuberculosis) carried out by pro- 
fessional, voluntary or government organizations. 


Finally, the diversity of services required for the treatment of certain 
health conditions peculiar to the chronically ill or the disabled whether they 
are young or old make it difficult for individuals either to identify or to 
obtain access to the full range of services they need. It is one thing to go 
to a store to purchase the various ingredients required to produce dinner, 
it is another to acquire the services of a physician, a public health nurse, a 
physical therapist, a social worker, a homemaker, a vocational teacher or an 
ambulance all of which may be necessary for the satisfactory treatment of a 
disabled or sick person. 

Within these special circumstances there can be no doubt that health 
organizations have shown considerable adaptability in adjusting to a rapidly 
changing world—this despite the limitations of competition among sup- 
pliers of health services. They have taken advantage of the productivity 
gains associated with the use of specialist personnel and increased amounts 
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of capital equipment and these have produced significant changes in the 
location and size of organizational units. For example, the provision of 
medical services based on the individual practitioner working in the patient’s 
home without benefit of specialist ancillary personnel and equipment has 
virtually disappeared. Instead, medical services increasingly have been pro- 
vided in the practitioner’s office, or in hospital where a variety of ancillary 
personnel and equipment are available, payment for which in many cases 
is obtained through the use of some prepayment mechanism. The average 
size of the organizational unit in consequence has also tended to grow as 
physicians work in partnership or group practice and hospital care is concen- 
trated in larger general hospitals. The benefits of these developments in the 
form of increased efficiency of physicians and dentists and the more effective 
treatment of illness and disease have been outlined in Volume I.* 

Of particular importance has been the success of the combined 
efforts of governments, voluntary organizations and the general public in 
the provision of hospital accommodation. Despite some acute local shortages, 
the supply of hospital beds has expanded to meet the demands of the 
Canadian public. Similarly the co-operative efforts of voluntary agencies, 
professionals and governments have done much to provide organized services 
for patients confined to their homes, for the rehabilitation of the chronically 
ill and disabled, for the education of the Canadian public in the subject of 
good health, for the financing of health research and the provision of 
educational facilities and bursaries for the education of health personnel.? 

Both health professions and health institutions along with govern- 
ments have recognized that individuals and families generally do not 
determine the quantity of health services they receive—other than first 
visits—and that they are unable to evaluate the services they do receive in 
a significant way. As a consequence, both government and the professions 
have developed techniques to perform for the individual what he cannot 
perform himself. By law the practice of medicine, dentistry, nursing, pharmacy 
and other health occupations is restricted to those who are professionally 
qualified, hospitals must be approved and in general, Canadian governments 
acting on behalf of their citizens ensure that institutions and personnel are 
qualified to perform their duties. Professional bodies require a high standard 
of achievement before granting a licence to practise a profession or per- 
mitting a professionally trained person to classify himself as a specialist in 
some health field. 

The problems involved in the maintenance of a high quality of 
health care in a world of rapid scientific and technical change have been 
faced by hospitals and the medical profession through the accreditation 


1§ee Volume I, Chapters 7 and 13. 
2 See Chapters 6 and 8. 
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programme of the Canadian Council of Hospital Accreditation. Of special 
importance are such hospital committees as the Admission and Discharge 
Committees whereby admissions to hospital and length of stay can be 
evaluated from the view-point of good medical practice, the Tissue Com- 
mittees which examine the volume and type of surgery carried out by 
individual surgeons and the Medical Audit Committee which reviews 
diagnoses and records and provides a standard method of evaluating the 
quality of medical care provided by physicians including both the kind and 
quantity of services. 

Physician-sponsored prepayment plans have also begun to develop 
techniques to evaluate the quality of medical care received by patients. To 
quote the brief of the Trans-Canada Medical Plans, the “.. . plans, through 
their subscribers’ claim records, through their claims settlement arrangements, 
through the application of measuring techniques and through the exposure of 
claims to the medical referee of reference committees, have substantially 
contributed to the profession’s efforts to maintain high quality medical care 
. . . For unusual claims and those of a problem nature medical reference 
committees or other similar types of arrangements are available, through the 
facilities of the provincial medical division, for assistance in adjudication.” 

Again in the brief submitted to us by the Manitoba Medical Serv- 
ice it is reported that “a statistical profile by physicians’ code number is 
prepared under the guidance of a consultant. This serves to separate those 
who might at first glance appear to have an unusual pattern of service to 
subscribers ... Interpretation requires that anonymity be withdrawn, when 
necessary, for the Medical Review Committee analysis of an unusual 
pattern. The microfilm record of that doctor is then compared with that of 
his peers in the same field of practice.’ 

The medical profession through refresher courses in medical schools, 
lectures and classes at meetings of local provincial and national medical 
societies has also contributed to the improvement of the quality of health 
services and, in a similar fashion, have the dental, nursing and other health 
professions. Government agencies too, specifically provincial hospital divisions, 
are also concerned with maintaining and improving the quality of hospital 
care. 

Yet it is clear from the evidence submitted to us, augmented by our 
analyses and studies, that the organization of health services still leaves 
much to be desired. In Chapter 8 we will examine in more detail the short- 


1 See Volume I, Chapter 13, pp. 548-551. us 
? Trans-Canada Medical Plans (1960), brief submitted to the Royal Commission on 
Health Services, Toronto, May 8, 1962, p. 28. See also Windsor Medical Services, Inc., ibid., 
oat, 
z 8’ Manitoba Medical Service, brief submitted to the Royal Commission on Health 
Services, Winnipeg, January 16, 1962, pp. 14 and 15. 
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comings that have been evident in the organization of health services at the 
local level. Despite the contributions of professional personnel, volun- 
tary organizations and government agencies, except in a relatively few 
instances, organizations have not been developed to provide home care pro- 
grammes or rehabilitation programmes for the vast body of Canadians. Here, 
the multiple organization approach, although in some instances it has led to 
striking new solutions to these problems, has not, in its present form, provided 
all Canadians with the most effective health services. 

In the area of hospital construction, although the need for a planned 
organization and development of hospital services has been widely recog- 
nized as desirable, and although concrete steps have been taken to implement 
such planning in some instances, there is still much to be done if hospital 
resources are to be used efficiently while, at the same time, meeting the 
legitimate needs of patients. 

The need for such planning has been aptly stated by the Canadian 
Hospital Association in its brief submitted to the Commission. “The purpose 
of a (provincial) master plan is to serve as a blueprint for developing the 
essential hospital facilities in the proper locations so that there will be avail- 
able within reasonable distance of all provincial residents adequate hospi- 
tal services of high quality, without unnecessary duplication or waste of 
resources.”! Three basic premises, according to the Association, should 
underlie the plan: 


(1) Since serious illness requiring advanced surgical and medical care 
occurs in both rural and urban areas, it is desirable to improve the 
services available outside the main urban centres by providing more 
adequate facilities for advanced medicine at key hospitals strate- 
gically located throughout the province. 

(2) Since complex hospital services of high quality, involving expensive 
equipment and highly skilled personnel, either cannot be provided, 
or cannot be provided at reasonable cost, in small hospitals and 
nursing homes, emphasis must be placed on the establishment of 
larger district hospitals rather than on a large number of small, 
inadequate and uneconomic units. 

(3) To enable medium- and small-sized hospitals to provide more ade- 
quate services, it is desirable that larger hospitals should assist the 
smaller hospitals by providing such services (diagnosis, treatment, 
teaching and administration) as cannot be provided by them indi- 
vidually. 

This movement towards a regional hospital service has been supported by 
all groups that have examined the problem. 


1Canadian Hospital Association, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962, p. 75. 
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Regional planning of hospitals was introduced by the Saskatchewan 
Health Services Planning Commission as early as 1951 and updated in 1961 
with the development of a Master Plan calling for the establishment of a 
reorganized regional hospital system with a smaller number of regions; the 
establishment of regional hospitals, district hospitals and limited function 
small community hospitals; and the co-ordination of the general hospital pro- 
gramme with related community health programmes. The Committee for 
Survey of Hospital Needs in Metropolitan Toronto has recommended the 
establishment of a Master Plan for the development of hospital facilities in 
Metropolitan Toronto along similar lines. The Manitoba Hospital Survey 
Board also has developed a plan relating both to the distribution of hospitals 
and the adequacy of the supply and distribution of hospital personnel.1 


Despite these developments, the truly regional planning of hospital- 
services has still a long way to go before it becomes effective. As we noted in 
Volume I, the decision to build hospitals has often been affected by con- 
siderations other than actual health needs: philanthropy, local pride or even 
political pressures. Hospitals also have been built because of lack of alterna- 
tive health facilities or because of the limited nature of coverage under exist- 
ing health services prepayment plans. The existing organizations concerned 
with hospitals have not, as yet, succeeded in solving the problem of the 
wasteful use of hospital resources. 


The quality of health care, although in many places as high as any 
in the world, over the whole range of health services and over the whole 
country does not, as yet, match the standards which are capable of being 
reached. Not all hospitals are accredited. Not all hospitals maintain the 
procedures and the records needed for evaluating the quality of professional 
work. Many physicians practise in small hospitals where it is difficult to 
establish a medical staff organization and thus provide adequate professional 
supervision of quality. In the case of personnel working outside the hospital 
such evidence as we have suggests that there can be serious deficiencies in 
the quality of practice.” 


Finally, in the increasingly important area of planning the future 
supply of health services, and despite past improvements, the present defi- 
ciencies are striking. The inadequacy of present planning is evident from the 
need to embark on a crash programme to meet the manpower needs of the 
next decade. Again the inability of the existing organizational structure to 
provide the specific skills needed in a rapidly changing world is evident from 


1A similar approach has been developed in England where the benefits of a regional 
hospital system, combined with a programme for integrating hospitals more closely with 
organizations providing care and treatment out of hospital, have led to the development of a 
regional hospital plan to be implemented fully by 1975. 

2See Volume I, Chapters 2 and 13, pp. 52 and 544-550, for a discussion of these 
points as they relate to medical practitioners and hospitals. 
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the shortages of university trained nurses, qualified dental auxiliaries and 
paramedical personnel. Nor despite the period of time that has elapsed since 
the introduction of the Hospital Insurance and Diagnostic Services Act, have 
satisfactory techniques been established relating developments in this area 
to other areas of health services. The failure to develop the facilities and 
manpower needed for medical and other health research in Canada is evident 
from the shortcomings of the present system.1 

There can be no doubt that the public, the health professions, volun- 
tary health organizations and governments through their individual and 
co-operative efforts have worked to improve the quality of health services 
Canadians receive. They have responded to the dynamic forces of change, 
but there is still room for vast improvement. There are still gaps between what 
is and what might be. Moreover, the greatest gaps are in the most crucial 
area—that of formulating long-term objectives at the local, provincial and 
federal level; the establishment of some systematic method of assessing how 
far these objectives are achieved; the development of a mechanism for 
allowing those who use health services and those who provide them to par- 
ticipate fully in the formulation of objectives and the assessment of their 
achievement. The future organization of health services that we recommend 
is designed to eliminate these gaps. 


FUTURE ORGANIZATION OF HEALTH SERVICES 


The organizations that operate in the area of health services in 
the future will be concerned with far more than establishing objectives 
and evaluating how satisfactorily these are achieved. Some health organiza- 
tions will be responsible for paying for health services, others will be 
responsible for arranging for their provision. Some organizations may 
carry out all three functions. 

In order to examine this complex topic we have thought it desirable 
to discuss it in two parts. The first part is devoted to an examination of those 
organizations concerned with arranging for the provision of health services. 
The second part examines the organizations which will be responsible for 
paying for health services, establishing objectives and evaluating the success 
of the various components of the Health Services Programmes. 


Provision of Health Services 


The organizational structure that we envisage does not involve any 
essential change in the responsibility for the provision of health services. 


1 See Chapter 4. 


ORGANIZATION OF HEALTH SERVICES 211 


Individual professional personnel, in the practice of their profession, will 
continue to exercise their professional functions in a free and independent 
manner. They will continue to determine the health services that their 
patients will receive and they remain as “independent contractors” and as 
members of professional groups with the responsibility for maintaining the 
quality of health care. No profession is nationalized; no professional person 
is turned into a state employee; no practitioner is coerced into working in a 
specific region or occupation or prevented from practising his profession in 
accordance with his training, experience, and professional ethics. Indeed what 
we have recommended in the area of medical care is a continuation and an 
expansion of the medical care prepayment plans operating on a “service 
contract’ basis that have been developed so successfully by Canadian physi- 
cians and those associated with them. 

Voluntary organizations too will continue to perform their role 
of providing health services or the maintenance of some form of organiza- 
tion that makes available to Canadians the services of professional and 
ancillary health personnel and equipment. The ownership and operation 
of public hospitals, which to a substantial extent lie with voluntary groups 
or religious orders, unless a community wishes to do otherwise, would re- 
main untouched in the programmes we recommend.’ Nationalization of 
hospitals in the individual provinces is unnecessary to attain the objectives 
of high quality and effective hospital care providing steps are taken to 
develop consultative and planning organizations. Again, as we point out in 
Chapters 6 and 8, we anticipate that voluntary health organizations will 
continue to participate in the operation of home care programmes, rehabili- 
tation services, community nursing programmes, the education of health 
personnel, the health education of the general public and the financing of 
health research. 

Although private practitioners or voluntary organizations will con- 
tinue to provide the bulk of health services, public authorities will continue 
to provide most public health services. The scope of government services 
depends, however, on the historical development within a province with 
respect to the choice of organization and obviously differs from province to 
province. 

It is evident that Departments of Health will have, as they now have, 
the responsibility for providing services in the area of environmental sanita- 
tion, communicable disease control, the operation of public health labora- 
tories and the provision of transportation in remote or isolated areas. These 
public health functions are a vital part of health care and cannot, in general, 
be provided either by private practitioners or voluntary health organizations. 

1We include here with voluntary hospitals those local community hospitals that 


are operated by an elected or appointed commission on behalf of local or municipal 
governments. 
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On the other hand, some health services can be provided through a 
government organization, or a voluntary organization or by an individual 
practitioner. In the case of hospital care, the practice differs according to the 
province and the type of hospital care. Provincial governments, except in 
the Province of Quebec, operate most mental hospitals while in half the 
provinces, provincial governments operate tuberculosis hospitals. Provincial 
governments in the Atlantic Provinces operate a number of active treatment 
hospitals, which is rarely done elsewhere in Canada. Laboratory services are 
another area where the practice differs between provinces as is the provision of 
immunization, prenatal and post-natal care. We have already referred to the 
alternative ways of providing home care and rehabilitation services. 

Our concern has not been primarily with who should provide all the 
various health services that Canadians need but rather that they are provided, 
and, when provided, are of a high quality. If local communities and provincial 
governments choose to provide home care, rehabilitation, home nursing and 
other services through public health departments because they believe this is 
the best way to maintain a high quality and an effective service there is no 
inherent reason why they should not do so. Those communities that wish to 
continue to operate school health services or well-baby clinics can do so. 
Where provincial or municipal governments operate hospitals we have not 
recommended that their sponsorship be changed. We do not wish to see 
governments take over the responsibility for operating voluntary hospitals 
and in our view there is no reason why they should do so and many reasons 
why they should not. 


The essence of our position is that in the provinces there should be 
freedom of choice in the type of institution responsible for sponsoring health 
services. Diversity, with its possibility of experiment, innovation and improve- 
ment, is preferable to a completely uniform or centralized programme. Since 
each province is free to develop its own pattern for providing services there 
is ample room for experimentation in the search for the best ways of provid- 
ing those health services that will best meet the needs of the community. 


This does not mean that there will be no change in the responsibility 
of private practitioners, voluntary organizations and governments for provid- 
ing individual health services. When all Canadians have access to the services 
of a physician without financial barriers, personal and preventive health serv- 
ices now provided in hospitals or local health institutions in some instances 
might become the responsibility of private physicians. With the gradual elim- 
ination of the large mental hospital, as patients are treated in phychiatric 
units attached to general hospitals, it may well be that the mental hospitals 
operated by provincial governments would be replaced by an expansion of 
the activities of voluntary or municipally operated hospitals. Again, where 
regional public health services are closely co-ordinated with a regional hos- 
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pital service, some services now provided in hospitals may be made available 
in public health clinics while services now provided in public health clinics 
may be offered by out-patient departments. Some diagnostic and radiological 
services may shift from the hospital to the group practice clinic while in the 
case of isolated practitioners the development of the Health Services Pro- 
grammes could lead to an increased use of provincial government or regional 
hospital laboratory services as well as the services of visiting specialists. 


We also recognize that in the future there may be some redistribution 
of the responsibility for the provision of community or public health services 
within provinces. The size of a province and the stage of development of local 
government both influence the level at which public health services are 
provided, and accordingly there are variations between one province and the 
next." In some provinces public health services such as the transportation of 
the sick, environmental sanitation, communicable disease control, public 
health laboratories, public health nursing and fluoridation may be the direct 
responsibility of the provincial department of health, in other provinces 
responsibility may be allocated to regional divisions, while in still other prov- 
inces municipal governments will share in these tasks. 

In view of the diversity of arrangements arising out of historical 
development it is not possible, nor at this time desirable, to recommend a 
standard form of organization for the provision of public health services. 
What we are concerned with is that, whatever the distribution of responsibility 
for providing these services, gaps should not be permitted to exist and public 
health services be co-ordinated with those provided by voluntary organiza- 
tions and private practitioners. We have stressed this point strongly in our 
examination of the provision of services associated with home care and 
rehabilitation programmes and we wish to emphasize it again here. 

In our recommendations designed to improve the health care avail- 
able to Canadians, in addition to homemaker and public health nursing 
services associated with the home care programme, we also recommended 
that organized ambulance services, community mental health clinics and 
children’s dental clinics be established. These services may be provided 
under the auspices of voluntary hospitals or voluntary health organiza- 
tions, but if they are not so provided, they must then be provided at either 
the provincial or local level of government. The extent to which governments 
will directly be involved in the provision of these services will therefore 
depend on the alternative forms of organization that provinces and com- 
munities wish to develop. If the provision of such services is not undertaken 
by any other organization, then provincial or local governments must neces- 
sarily do so. Canada’s health needs must be met no matter who does it. 


1 See Hastings, J. E. F., Organized Community Health Services, a study prepared for 
the Royal Commission on Health Services, Ottawa: Queen’s Printer (in press). 
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We do not envisage any increased responsibility of the Federal Gov- 
ernment for the direct provision of health services. The responsibility of the 
Federal Government for health research and statistical organization has been 
considered in Chapters 4 and 5. Statutory responsibilities involving the 
provision of personal health services such as Civil Service Health, Civil 
Aviation Medicine, Quarantine and Leprosy, Immigration Medical Services, 
will continue. Administration of health services for Indians and Eskimos in 
the provinces, as recommended by us in Volume I to ensure that all 
residents of a province will receive equal treatment, would change federal 
activities in these areas.1 Similarly, the Department of National Health and 
Welfare would continue to provide environmental sanitation services for the 
Federal Government and to provide consultative services to the provinces 
in various areas, as well as carry out its statutory responsibilities in the area 
of food and drug control.” 

Our proposals are not intended to affect the provision of health 
services to specific groups. Thus, health services to members of the Armed 
Services and to veterans, and the planning by Emergency Measures Organi- 
zation for catastrophic events will continue to be under the direction of the 
existing agencies. It will be noted in this connection that the proposed orga- 
nization of health services for the civilian population will enhance the 
effectiveness of these services in the case of an emergency. 

It is not possible to produce an all-inclusive blueprint for the future 
provision of health services that would meet all contingencies. We cannot 
and do not wish to specify who should provide each and every health 
service. What we foresee is not a vast centralized bureaucratic organization 
solely responsible for the provision of all services with little opportunity 
for individual initiative and responsibility. Even though efficiency and respon- 
sibility are characteristics of large private and public corporations as well 
as government departments, the special nature of health services in Canada 
has led us to support a decentralized system in the provision of health 
services which is in keeping with the federal nature of this country and the 
historical development of this area of service. 


Administration and Planning of Health Services 


Since the provision of health services will continue to be the responsi- 
bility of a variety of health personnel and organizations it is vitally necessary 
that the administrative arrangements that are developed will facilitate the 
co-ordination, improvement and planning of health services as well as the 
participation of representatives of consumers and producers in the decision- 
making process. 


1 See Volume I, Chapter 2, Recommendation 1(11), p. 21. 
2? See Volume I, Chapter 8. 
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In Volume I, when discussing the manner in which services would 
be made available under the Health Services Programmes we stated that all 
improvements in organization also should take place within the spirit of 
the Health Charter. We repeat here the relevant statements. 

All administrative organizations and procedures must be directed to 
maintaining and enhancing free, independent and self-governing professions.1 

Administration at the provincial level should be by a Commission 
representative of the public, the health professions, and government, report- 
ing to the Legislature through the Minister of Health. It should also assume 
administration of the hospital insurance plan in the province. The provincial 
government should be represented on the Commission by the Deputy Ministers 
of Health and Welfare. There must be committees representative of the 
various professions to advise on professional matters and the members of 
these committees as well as the professional members of the Commission 
should be appointed only after consultation with the respective professions. 

Provision must be made at local, regional, provincial and federal 
levels for representative Health Planning Councils to ensure democratic 
participation in the setting of goals and objectives and the formulation of 
proposals for meeting human needs. 

The Federal Government should share in the administrative costs of 
the Health Services Programmes to a maximum not to exceed 5 per cent of 
its total contribution. 

The finances for the Programmes must be sufficient to provide a high 
level of remuneration to health personnel, for the health profession must 
attract and retain a larger proportion of young people in the future than they 
have in the past. 

The purpose of these recommendations is to ensure that the best 
possible health care for Canadians becomes an objective of policy imple- 
mented in accordance with Canada’s evolving constitutional arrangements. 
Within the organizational framework that exists to facilitate the achievement 
of this goal the health professions, academic institutions, and hospitals 
must retain their right to self-government. In establishing the methods and 
the means whereby this goal is achieved there must be full participation, 
co-operation and consultation involving the health professions, voluntary 
organizations, hospital organizations, municipal, provincial and federal gov- 
ernments and representatives of the general public. 

With the achievement of the best possible health care for Canadians 
as an objective of national policy it is essential that the administration, 
planning, and improvement of health services must be the responsibility of 
organizations that are primarily concerned with health and health needs. 


2 See Volume I, Chapter 2, Recommendation 1, pp. 19-21. 
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The establishment of a comprehensive universal health services pro- 
gramme financed through prepayment arrangements removes the provision 
of health services from that area which has been loosely called welfare. In 
such a programme access to the health services needed to maintain and 
improve the health of Canadians will no longer depend on income, age 
or condition but on the needs of individuals as defined by professional practi- 
tioners. In view of the benefits, both human and economic, that ultimately 
will ensue from such a development, the abandonment of the welfare 
approach to the provision of health care must be recognized as a forward 
step. However, health organizations must also be aware of developments 
in other areas or of the impact of their own activities elsewhere. Government 
bodies, both provincial and federal, will have to weigh the demands of the 
health services sector against all other demands on the resources of the 
Canadian economy. Clearly, housing facilities, educational facilities, recrea- 
tion facilities, along with counselling services provided by social agencies 
all influence health and their activities must form part of the body of 
information needed for decision-making by health organizations. Decisions 
made by health organizations in the area of hospitalization, home care and 
rehabilitation all have consequences for other organizations that must be 
recognized. Health organizations cannot be oblivious of the impact of their 
activities on the over-all development of the economy.’ 

But such activities are not part of the primary responsibility of 
health organizations. These must concern themselves with ensuring that the 
conditions needed for the improvement of health services are established 
and maintained. The administration, planning and improvement of health 
services should be their paramount concern. All else is secondary. 


PROVINCIAL ADMINISTRATION 


Because they have essentially different functions we recommend that 
the administration of health services at the provincial level be carried out 
by two organizations: provincial (and regional or local) Departments of 
Health and Health Services Commissions. Departments of Health would 
bear the responsibility for public health services; provincial Health Services 


1JTt is, of course, evident that the demands of the Health Services Programmes and 
the educational programmes and capital facilities associated with them cannot be treated in 
isolation from the total resources available to the Canadian economy and from other demands 
made on these resources. In Volume I, we have suggested that in view of the growth of 
real per capita Canadian income over the foreseeable future, the allocation to the health 
services sector of the economy of the resources required to operate the programme is unlikely 
to have a deleterious effect on the economy. On the other hand, the timing of the introduction 
of new programmes, the rate at which new construction is undertaken—once the crash 
programme is completed—must depend on the state of the economy at any particular 
moment of time. It is beyond our Terms of Reference to examine the methods whereby 
expenditures on health services are reconciled with total expenditures and the various alternative 
ways of using all the resources available to a nation. That all governments will carry out 
such evaluations when introducing Health Programmes is certain. One of the roles of 
Health Planning Councils must be to make governments and taxpayers generally aware of 
what resources are required for high quality health services programmes and the benefits 
that accrue to Canadians from such programmes. 


ORGANIZATION OF HEALTH SERVICES eli 


Commissions the responsibility for personal health services provided under 
provincial Health Services Programmes. We recognize the need for co- 
ordination in these two areas at the provincial government level and have 
recommended that the provincial Deputy Minister of Health be a member of 
the Commission ex officio. We also comment on the relationship between the 
Commission and regional and local Departments of Health in Chapter 8. 

A Health Services Commission, free from the responsibility for 
directly providing personal health services, representative of the professional 
groups concerned, as well as of the provincial government and the general 
public, and with access to the knowledge and requirements of the health 
professions, the voluntary organizations, local governments and the public, 
through its membership and through planning councils, will be able to develop 
the personal health services that the people of a province require. Similarly, 
Departments of Health will be able to concentrate on the development and 
improvement of those public health services that a modern community 
increasingly needs. It has been suggested however, that, with one provincial 
administrative body charged with the organization of all personal health 
services within the Programme, this may have as its consequence the diversion 
of funds from one category of health services to another resulting in a reduc- 
tion of the quality of care in the first area. With one organization responsible 
for administering all the funds, the budget for any one fund could prove to be 
inadequate. 


A number of points must be considered in these circumstances. The 
first, and of overwhelming importance, is that Canadians in accepting the 
principle of prepayment of health services through federal-provincial pro- 
grammes must provide sufficient revenue to retain and attract the health 
personnel needed to operate all programmes. If the growing population of 
Canada is to receive adequate health services of improving quality, the 
supply of qualified personnel must continue to increase and at a more rapid 
rate. This can only come about if the health professions become more 
attractive. In Volume I of our Report we referred to the expressed willingness 
of Canadians to pay for the benefits of a comprehensive health care pro- 
gramme and the necessity of Canadians to be made aware of the relation 
between the taxes and premiums that they would pay and the health services 
they would receive. In view of these recommendations, the over-all funds 
available to finance the programmes should be adequate. 

In addition, in the financing of a comprehensive universal health 
services programme, we concluded that the best method of implementing such 
a programme was through the establishment of health insurance “funds” 
along lines similar to the Hospital Insurance Programmes. Thus each health 
service would be financed from its own Fund to which the federal and 


1 See Volume I, Chapter 21, pp. 878 and 879. 
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provincial governments would contribute and to which other ear-marked 
revenues would be allocated. There would be, therefore, a separate federal 
health grant for each of the recommended services, for example, a separate 
Medical Services Fund, a Dental Services Fund, etc. 

Such an approach would alleviate the fears of those who believe one 
programme would be sacrificed to develop another. 

Despite the provision for separate insurance funds this does not 
mean that the development and planning of individual health services can 
take place in isolation. The provision of hospital, medical, prescribed drug, 
prosthetic and home care services are so intimately bound up one with the 
other that they cannot be administered separately. The establishment of the 
best possible health care for Canadians requires that Canadians obtain high 
quality health services and also that health resources are used in an eco- 
nomical way. It is evident that these objectives are closely related. What is 
not always realized is that they can be related in two ways. It is true that if 
the health services sector is starved for resources then the quality of health 
care must deteriorate. It is also true that the indiscriminate allocation of 
resources to a particular health service without a thorough examination of 
the consequences of this act may result in a lower quality of health care in 
aggregate as resources are diverted from other areas that could conceivably 
yield a higher return in health improvement. 

To a substantial extent the provision of hospital services illustrates 
these points. If insufficient hospital beds are built, then the quality of health 
care suffers. Alternately the use of scarce resources to expand active treatment 
hospital beds may lead to a failure to provide chronic hospitals, or hospital- 
based home care programmes and out-patient departments. Patients may then 
be treated in inappropriate conditions while physicians, nursing, and other 
health services may not be used to the best advantage. Both the economic use 
of scarce resources and the quality of health care would be affected by this 
decision. 


This possibility illustrates the desirability of regional planning to 
take into account more than just hospital beds. It must take into account 
the needs of local communities and the consequences of the plan for the 
distribution of physicians’ services, nursing services, dental services, pre- 
scription drug outlets, paramedical and other personnel, since all these would 
be affected and in turn affect the distribution of hospital services. The 
over-all needs of the community must be reconciled with the needs of indi- 
viduals whether these are consumers or suppliers of health services. We 
examine this problem in somewhat more detail in Chapter 8 but it is 
evident that its satisfactory solution can only take place within an adminis- 
trative organization which is responsive to the needs of all groups and is 
responsible for the administration of all aspects of health services. 
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The problem has been stated appropriately by the Advisory Com- 
mittee on Hospital Insurance and Diagnostic Services in connection with 
the present and future costs of hospital services in Canada.1 The Committee 
pointed out that hospital services formed an important part of total health 
services and that factors in other areas contributed to pressures which, 
in many circumstances, added to the cost of hospital services. These factors 
would need to be considered in their relationship to hospital services. The 
Committee believed that principles should be developed which could serve 
as guides to the various provinces in the development of hospital services 
which would best meet their individual needs. Such an appraisal should be 
on a continuing basis since hospital services are part of a dynamic process 
which must reflect changing patterns of health care. The primary purpose of 
this appraisal would be to establish principles which could be incorporated 
into the planned development of essential health services with cost being 
kept constantly in mind and balanced against the value of the arrangements 
in terms of high quality health care for the Canadian people. 

Our recommendation that the provincial Health Services Commissions 
should assume responsibility for the administration of the provincial hospital 
insurance plans will ensure that within each province the development of 
all personal health services will take place within an administrative organiza- 
tion that minimizes duplication of services, that permits the development 
of integrated services, and that is responsive to those who use and those who 
provide health services. 

An important function of Health Services Commissions will be the 
evaluation of the Health Services Programmes. The formulation of standards 
of quality health care and particularly the evaluation of high quality pro- 
fessional practice is not an easy task. Yet the task already begun by pro- 
fessional and hospital organizations along with various government agencies 
must be carried further and a Commission, through its own personnel, its 
staff and its advisory committees, must participate in this development. 

With the representation of health professions on the Commissions, 
and the establishment of professional committees advising the Commissions 
on professional matters, we can be confident that the Commissions will be 
equal to this important task. 

To meet their various responsibilities Health Services Commissions 
must, if the size of the province or regional diversity warrants it, create 
regional Health Services Co-ordinators whose responsibility would be to 
maintain close contact with regional or municipal health organizations, 
planning councils, other organizations, and individuals providing health 
services within the region. Such a co-ordinator would be aware of local 


1Submission of The Advisory Committee on Hospital Insurance and Diagnostic Ser- 
vices to the Government of Canada, Ottawa, January 31, 1964. 
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problems, he would be a source of information for members of the health 
professions, public officials, Health Planning Councils, as well as the Com- 
mission. The role that such a person could play and the qualifications needed 
for these tasks are discussed in some detail in Chapter 8. 

The responsibilities of the Health Services Commissions are great and 
the manner in which they are carried out will largely determine the success 
or failure of the Health Services Programmes. With independence and 
qualified staff there is no reason why they should not succeed. The semi- 
autonomous nature of these bodies should attract competent staff and pro- 
vide them with the opportunity to seek out new solutions to health problems. 
They will be bolstered in their endeavours by close association with Health 
Planning Councils and with those providing services. 


FEDERAL ADMINISTRATION 


The Department of National Health and Welfare will continue to be 
the body responsible for the administration of all health grants provided by 
the Federal Government except for research in the health sciences which 
would be transferred to the Health Sciences Research Council. It would be 
responsible therefore for the administration of all Health Services Grants, 
the Public Health Grant, Professional Training Grants! and grants made from 
the Health Facilities Development Fund. It would also continue to provide 
consultation and information services in these areas. 

Because of the significant role of the Department in this area it is 
of crucial importance that it co-operate closely with all other organizations 
involved in the administration and planning of health services, especially 
those at the federal level. 

Our concern for democratic participation in the setting of methods 
and objectives, and our knowledge that the achievement of objectives requires 
the co-operation of all groups affected, led us to recommend that a Health 
Planning Council of Canada be established at the federal level, such a Coun- 
cil to be responsible for the planning of health services and to report to 
Parliament annually through the Minister of Health. Again, because of 
our awareness of the need for an independent body to undertake research 
into the evaluation of Health Services Programmes—research that is difficult 
to carry out by those responsible for the actual administration of the Pro- 
grammes— we have recommended that the Health Sciences Research Council 
undertakes these tasks as a part of its broad responsibilities in the area of 
health research. 


* Although any line of demarcation in this area must necessarily be an arbitrary one, 
we envisage the Health Sciences Research Council bearing the responsibility of administering 
grants for the training of professional research workers where training involves the conduct 
of research and the Department bearing the responsibility for the administration of other 
professional training grants. 
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This does not mean that the Department will not have to be con- 
cerned with the improvement of the Health Services Programmes and Public 
Health Programmes, or with the development of the facilities and manpower 
needed to operate these Programmes. Clearly the administration of the grants 
associated with these Programmes implies an awareness of the methods and 
objectives of the Programmes. On the other hand, if the Health Planning 
Council of Canada and the Health Sciences Research Council are to perform 
their broader functions, this can be done only in the closest co-operation 
with the Department. With the Health Planning Council reporting to Parlia- 
ment through the Minister of Health and the Health Sciences Research Coun- 
cil to the Committee of the Privy Council on Scientific and Industrial Research 
such co-operation should be readily achieved. The evaluation and planning 
of future health services require that the shortcomings that have existed 
in the past be eliminated. It will be the joint responsibility of the Department, 
the Planning Council of Canada and the Health Sciences Research Council 
to see that it is done. 

Over the last century, the Canadian Government has administered its 
health functions in various forms ranging from a separate Department of 
Health to branches of a department considered to be performing related 
functions. From Confederation until 1872 federal health activities were under 
the control of the Department of Agriculture. The various health programmes 
were later divided among the departments of Marine and Fisheries (marine 
hospital service), Inland Revenue (proprietary and patent medicines), Im- 
migration and Colonization (immigrants’ medical services), and Trade and 
Commerce (food and drug laboratory). There also existed, operating under 
the Conservation Commission, a National Council of Health which dealt with 
matters relating to public health. A new emphasis on health led the Canadian 
Medical Association and voluntary health organizations to petition the 
Federal Government for the establishment of a health department which 
came into existence in 1919 as the Department of Health.1 Its merger, in 
1929, with the Department of Soldiers’ Civil Re-Establishment, whose re- 
sponsibilities were then declining, led to the creation of the Department of 
Pensions and National Health.” 

The Second World War greatly increased activities related to veterans 
of both World Wars and led to the transfer of the Pension Branch to the 
new Department of Veterans Affairs. At the same time, welfare matters such 
as old age pensions and family allowances had become a major and recog- 
nized concern of the Federal Government and these, related in some degree 


1 Statutes of Canada, 1919, 9-10 George V, Chapter 24, an Act respecting the Depart- 


ment of Health. ’ 
2 Statutes of Canada, 1928, 18-19 George V, Chapter 39, an Act respecting the Depart- 


ment of Pensions and National Health. 
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to health problems, in 1944 were combined with health functions to form 
the new Department of National Health and Welfare. Since then many 
functions have been added to both the Health and the Welfare Branches of 
the Department. In the health field we refer particularly to the National 
Health Grants Programme and the administration of the Hospital Insurance 
and Diagnostic Services Act. 

As the responsibilities of the Health Branch of the Department wil! 
increase in the future, arising from our recommendations generally and 
particularly those relating to the Health Services Programmes, health man- 
power and facilities, and the Food and Drug Directorate, a review of the 
administrative structure of the Department is imperative. We are convinced 
that a separation of the two branches of the Department has become ne- 
cessary and would benefit both health and welfare services. Such a move 
would be in keeping with our recognition that health expenditures are pri- 
marily an investment in human capital and not welfare expenditures. 

Most provinces at one period combined provincial health and welfare 
services in one department. Ultimately, these have again been separated, 
especially since the inauguration of the Hospital Insurance Programme. The 
last province to separate health and public welfare functions and to establish 
separate departments was the Province of Manitoba which did this in 1961.” 


The Commission recommends: 


227. That, in view of the growing responsibilities of the Department of 
National Health and Welfare in both the health and the welfare fields, 
and particularly in view of the increased responsibilities that would 
be placed on the Department with the implementation of the Health 
Services Programmes, and taking account of the advisability of 
administering health services separately from welfare services, the 
Health Branch be restored to the status of a separate Department of 
Health. 


Health Planning Councils 


In its recommendations relating to the establishment of Health 
Planning Councils the Commission had two objectives: first, to ensure that 
in any attempt to eliminate divergences between private and social interests 
all parties affected are consulted and participate in the recommendations 


1 Statutes of Canada, 1944-45, 8 George VI, Chapter 22, an Act to establish the Depart- 
ment of National Health and Welfare. 

2Based on Special Committee on Social Security, Health Insurance, Report of the 
Advisory Committee on Health Insurance, Ottawa, 1943; and The Federal and Provincial 
iia Services in Canada, Second Edition, Canadian Public Health Association, Toronto, 
962. 
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made, and second, to ensure that the future needs of Canadians be met in 
an effective and timely manner. 

We have emphasized that in an area of human activity, as large 
and as complex as health services and characterized by rapid and scientific 
change, the need for careful and far-sighted planning cannot be avoided. Nor 
can such planning proceed in one province or region without an immediate 
concern for what is happening elsewhere. 

In view of the public responsibility for the provision of health 
personnel and facilities it is therefore necessary for some public or semi- 
public body to accept the responsibility for establishing the future needs of 
the community, the region, the province or the nation. Such functions must, 
of course, be part of the general activities of all organizations concerned 
with the provision of health services or the education of health personnel. 
Professional associations, departments of health, departments of education, 
departments of labour, and voluntary organizations all must assess future 
needs as part of their general activities. Health Services Commissions too 
cannot carry out their responsibilities without a continuing reappraisal of 
the present and future needs of the provinces. The Federal Department of 
Health, assuming a separation of its welfare and health functions, as part 
of its administrative responsibilities also must be concerned with the future 
needs of the nation, particularly those that fall within the responsibility of the 
Federal Government. 

But the desirability of bringing to bear all the knowledge available, 
and the need to provide some means for ensuring the co-operation of all 
those affected by change, have led us to recommend that representative 
local, regional, provincial and federal Health Planning Councils be estab- 
lished and charged with the responsibility of establishing future health needs 
and the resources and programmes required to meet them. 

Health Planing Councils must create the climate of opinion in which 
the co-ordination and effective organization of health services and facilities 
can take place. Where change and adjustments must be made they will only 
occur if the necessary consensus is developed by the planning councils—if 
those affected by change see and approve the reasons for them. 

Since some changes will take place in the area of hospital services, 
medical services, dental services, home care services, rehabilitation services, 
and public health services, there must be strong representation from medical 
societies, dental societies, nursing associations, voluntary health organizations, 
and local government on regional and local councils. Quarterly meetings of 
regional health councils do not seem too many if they are to become a 
unified group and to have the necessary influence. 

Provincial, regional and local Health Planning Councils also must 
take the responsibility for indicating, in the light of prevailing conditions, 
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how preventive, treatment and rehabilitation services are to be co-ordinated 
at the local level, how personal and public health services are to be inte- 
grated, how the isolation of the public health officer from the mainstream 
of medicine is to be remedied. There may be a good case for ensuring that 
the administrative areas for hospital services and community health services 
be coterminous. Such development would certainly permit the most effi- 
cient use of the Regional Health Services Co-ordinator. 

Just as a provincial health plan or policy cannot be determined by 
government fiat but must flow from the needs of the community, so must 
a federal health policy flow from the expressed needs of all Canadians. 
Policy must evolve through the co-operative exploration of health problems, 
of existing arrangements and alternative solutions. 


The implementation of the Commission’s recommendations and the 
revision of plans and policies that will take place in the future require that 
at the federal level a Health Planning Council of Canada take the respon- 
sibility for ensuring that the health needs and problems of all Canadians are 
considered as a whole. With representatives of major organizations in the 
field of health, with representatives of business, labour, and agriculture, with 
representatives of those who both use and provide health services, this 
Council can interpret the wishes of Canadians to Parliament and provide 
a powerful source of information for the Federal Government as well as for 
provincial Planning Councils, Health Commissions and federal-provincial 
co-ordinating bodies. 

The value of Health Planning Councils will depend on the quality 
of their recommendations. If Councils are to contribute to the development 
of high quality health services, if they are to provide the fundamental ob- 
jectives and plans on which action will be taken, they must have available 
competent staff. Too often is it the case that a planning council is established 
without responsibility, without staff and in a short time falls into disuse. 
Councils must have available to them the administrative staff they need 
to carry out their responsibilities in an effective manner. 


Although Health Planning Councils must possess a small executive 
staff to formulate recommendations about the future developments of health 
services, their success will depend on the availability of information. Because 
of the composition of Health Planning Councils, and because they are not 
involved in the administration of the Health Services Programmes, it would 
be quite difficult for Councils themselves to collect all the information, par- 
ticularly the statistical information, they would need for their decisions. 
We recognize that this is so and we envisage that much of this information will 
be provided through the establishment of technical committees or by those 
organizations directly engaged in either statistical collection or programme 
administration. 
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Where provincial Health Planning Councils or the Health Planning 
Council of Canada are concerned with general health problems, they would 
have access to the advice of professional and technical committees drawn 
from the relevant disciplines. For example, the Health Planning Council of 
Canada when examining the problems of mental health would obtain a report 
from an Advisory Committee on mental health, representative of those with 
special knowledge in this area. 

We believe that at the provincial level, the Health Services Com- 
mission should be charged with the responsibility for carrying out projec- 
tions of provincial (and regional) needs for personnel, facilities and research 
and that it should submit an annual report to the provincial Health Plan- 
ning Council and prepare any special studies requested. Similarly, the Health 
Sciences Research Council should make projections of Canada’s need for 
personnel, facilities and research on behalf of the Health Planning Council 
of Canada and submit annual reports to this Council. It should also carry 
out any special studies that the Council may request. 

The planning of health services, and with it the supply of health 
personnel and capital, cannot be avoided. In such planning, projection of 
future requirements is inevitable. The question is not will projections be 
made but how they are made. An ordered investigation of what is going on 
is a necessary condition for initiating policy. Planning tools such as standard 
bed ratios, population-personnel ratios or measures of occupancy rates that 
are now available, must be supplemented by more reliable and detailed 
guides. The objective should be the establishment of “moving plans” whereby 
the assumptions upon which the recommendations of the planning councils 
are based, as well as the implementation of the recommendations, are checked 
annually and revisions made and incorporated. If the quality of decision- 
making is to improve, it must be possible to recognize quickly divergences 
from a plan and to minimize errors. Planning Councils and all other health 
organizations must co-operate to see that this is done. 

With access to data from other organizations and with the body of 
knowledge available to its members, Health Planning Councils should be 
able to provide a continuing assessment of Canada’s future health needs 
which would be both realistic and forward looking: realistic in the sense that 
it is based on the best statistical information available and the intimate 
knowledge of those who represent local areas, regions and provinces; forward 
looking in that it would seek not merely to maintain the existing level of 
achievement but strive to attain the best possible health care obtainable in 
terms of the findings of health research and of the resources available. 

We cannot emphasize too strongly that if Health Planning Councils 
are to succeed they must feel that the tasks they perform are important and 
that their recommendations are a fundamental part of the knowledge used 
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to establish and to adapt health programmes. If these conditions exist, Cana- 
dians from all walks of life, but particularly from the health professions, 
will be willing to serve on planning bodies. Men of intelligence and energy 
will be willing to undertake the arduous tasks that voluntary participation 
in such bodies requires. 

Through the co-operative planning carried out by Health Planning 
Councils, the health needs of the country can be established and the positive 
interests of professional groups, voluntary organizations, local government 
boards and indeed all concerned with the maintenance of flexibility at the 
local level, and decentralization of administration, can be fulfilled. In estab- 
lishing patterns of co-ordination and standards of quality, decisions would 
not be made by some bureaucratic body and handed down without discus- 
sion or consultation. Rather recommendations will spring from those who 
are closely affected by policies and by programmes. They will be produced 
by those who know what are the health needs of the community. 


Federal-Provincial Co-operation 


One of the areas where consultation and co-operation are essential 
is in the relationship of the provincial and federal governments with respect 
to both policy and the administration of the Health Services Programmes. 
Here we propose two organizations, the first a Federal-Provincial Health 
Ministers Conference, and the second a Federal-Provincial Health Services 
Co-ordinating Committee. 

The need to discuss issues of health services policy has led to the 
holding of periodic meetings between the Minister of Health of the Federal 
Government and the Ministers of Health of the provinces. We see such 
meetings being continued annually, with special meetings where necessary, 
to discuss issues of health services policy that may arise in the future. 

The Federal-Provincial Health Ministers Conference would have 
available to it the recommendations from provincial Health Planning Com- 
missions, the Health Planning Council of Canada and the Federal-Provincial 
Health Services Co-ordinating Committee, along with information developed 
by Departments of Health, Health Services Commissions and the Health 
Sciences Research Council. 

The Federal-Provincial Health Services Co-ordinating Committee 
should consist of the chief executive officer of provincial health departments 
and health services commissions in the provinces and territories as well as the 
Deputy Ministers of the Federal Departments of Health and Welfare. The 
Deputy Minister of Health should act as chairman of the Committee. This 
Committee would act as the co-ordinating body for all administrative matters 
involving interprovincial and federal-provincial relations in the area of 
health services and resources. 
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The organization presently carrying out these functions is the Domin- 
ion Council of Health, consisting of the Federal Deputy Minister of Health 
who is chairman, the chief executive officer of the provincial Departments 
of Health and other persons, not to exceed five in number, appointed by 
the Governor in Council for a period of three years.! The duties and powers 
of the Council include: 


(1) The consideration of matters relating to the promotion or preser- 
vation of the health of the people of Canada and the initiation of 
recommendations and proposals to the Minister of National Health 
and Welfare and other appropriate authorities in regard thereto; 


(2) The furnishing of advice to the Minister of National Health and 
Welfare in respect to the matters provided in section 5 of the Depart- 
ment of National Health and Welfare Act, relating to the promotion 
or preservation of the health of the people of Canada, over which 
the Parliament of Canada has jurisdiction. 


In the performance of its duties the Council establishes advisory 
committees and sub-committees on both general and technical health prob- 
lems. In establishing advisory committees the Council can consult with 
such persons as it feels necessary, and has done so. 

In the organizational structure recommended by the Commission, 
the responsibility for the development of recommendations relating to the 
promotion or preservation of the health of the people of Canada lies with 
the Health Planning Council of Canada. In these areas, the Health Plan- 
ning Council of Canada, like the Dominion Council of Health would have 
access to the services of technical and other committees. The Federal- 
Provincial Health Services Co-ordinating Committee would have access to 
their recommendations. 

On the other hand, many of the problems discussed and resolved 
by the Dominion Council of Health are public health problems of a more 
specific or technical nature. For example, the Council has sponsored advi- 
sory committees and received reports on immunization, epidemiology, 
hepatitis, the medical aspects of motor vehicle accidents, the disposal of 
radio-active wastes, the problems relating to the sale of meat, etc. The 
Federal-Provincial Health Services Co-ordinating Committee, like the Domin- 
ion Council of Health, clearly must continue to be concerned with these 
issues. What has to be decided is the source of technical and other advice. 

Here the Health Sciences Research Council and the Federal Depart- 
ment of Health can play an important role. In areas of more fundamental 
research, the Health Sciences Research Council would have access to the skills 
and talents needed to prepare reports for the Co-ordinating Committee. In 


1 Statutes of Canada, op. cit., s. 7(1). 
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more technical areas, the Committee could draw on the resources of the 
Federal Department of Health or on advisory committees established on its 
behalf by the chairman of the Committee, the Federal Deputy Minister of 
Health. 

The Deputy Minister of Health, as chairman of the Committee, since 
he administers both public and personal health services grants, will be able 
to co-ordinate much of the information that the Committee will require. He 
will have access to the reports of the Health Planning Council of Canada 
and the Health Sciences Research Council, the other major sources of in- 
formation and advice. 

This federal-provincial organization should provide an important 
clearing-house for clarification of mutual problems and for the co-ordination 
of programmes and policies in all areas of health. 


A SUMMARY DESCRIPTION OF HEALTH 
ADMINISTRATIVE ORGANIZATIONS? 


In summary, we foresee the various administrative bodies that we 
have recommended as taking, in general, the following forms and having, 
in general, the following functions. 


Provincial Health Services Commissions 


To ensure that the provincial Health Services Commissions would 
be representative bodies we have recommended that they should consist of a 
chief executive officer or chairman and representatives of the public, the 
health professions and government. The government representatives would 
consist of the Deputy Minister of Health and Deputy Minister of Welfare who 
would be ex-officio members of the Commission. The representatives of the 
health professions and the public would be appointed from panels nominated 
by professional bodies and lay organizations. In this situation the professional 
members of the Commission would be appointed only after consultation with 
the respective professions. A Commission would be responsible to the provin- 
cial legislature and report through the Minister of Health. 

The principal responsibilities of a Health Services Commission would 
be five. First, to be responsible for the administration of the various Health 


1This summary is limited to the administrative aspects of health care, where organiza- 
tions are engaged in the provision of public or personal health service such activities have 
been described elsewhere. 
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Services Funds’ and the Health Facilities Development Fund. Second, to 
provide advisory and consultant services to those individuals and organiza- 
tions providing health services. Third, to carry out medium- and long-term 
projections of the provincial needs for personnel, facilities, health research 
and organization on behalf of the provincial Health Planning Council and 
submit an annual report to the Council. Fourth, to receive the recommen- 
dations of the provincial Health Planning Council in the areas of programme 
development, personnel, facilities, research and organization. Fifth, in the 
light of these recommendations to ensure that the development of the Health 
Services Programmes takes place in an orderly fashion and that in this 
process close liaison is maintained with all those providing health services. 

Under the Health Facilities Development Fund, a Commission would 
be responsible for the administration of Hospital Construction Grants (which 
would become a part of such a fund) and for grants to assist in the provision 
of medical, dental, public health, nursing and other health profession educa- 
tional facilities, including medical schools, dental schools, schools of public 
health, schools of nursing, basic science buildings and equipment. Under 
the Dental Construction and Equipment Grant a Commission would be 
responsible for the provision of facilities associated with the Children’s 
Dental Health Programme.? Although the provincial Departments of Health 
would continue to be responsible for grants made under the Professional 
Training Grants, a Commission would co-operate with the Departments of 
Health and Education and with provincial universities in the development of 
this area. Finally, as part of its responsibility for administering Health 
Services Funds, a Commission would be responsible for paying for services 
rendered within any of the Programmes by the professions, hospitals (both 
voluntary and government operated), voluntary health organizations and 
departments of health. 

A Commission would also be charged with the responsibility for 
negotiating fee schedules, or rates of payment for services rendered, with 
the appropriate professional bodies or health organizations. In this area we 


1In our Recommendation 120, in Volume I, we stated that regulations made under the 
Hospital Insurance and Diagnostic Services Act be interpreted to cover the cost of patient 
care provided by hospital-based home care programmes. Recommendation 121 stated that the 
regulations made under the Hospital Insurance and Diagnostic Services Act be interpreted to 
include as a shareable cost, payments made to community-based home care programmes for 
care provided to hospital patients returned to their homes but retained on the hospital 
register. Recommendation 122 stated that the Public Health Grant be used to assist in financing 
community-based home care programmes. Since the Hospital Insurance and Diagnostic 
Services Grant would be administered by the provincial Health Services Commission and the 
Public Health Grant by the Department of Health it is suggested that the funds made avail- 
able under the Public Health Grant for home care programmes be transferred to the Health 
Services Commission for administrative purposes. ; 

2Financing group practice clinics would be carried out through loans made available 
under the National Housing Act. 
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have recommended that where there is inability to agree there would be pro- 
vision for an appeals procedure within the province. 

In its administration of the various health funds a Commission would 
be charged with the responsibility for evaluating the success of the program- 
mes including the conduct of statistical research in this analysis. Such eva- 
luations would be carried out only by appropriate professional personnel in 
co-operation with professional advisory committees appointed after consulta- 
tion with the respective professions or hospital associations. In this manner 
the quality of health services will be determined by those with professional 
responsibility for improving the quality of health services. 

A Commission would also be charged with the responsibility for 
initiating the organization of new services recommended by the provincial 
Health Planning Council. Among the first tasks would be to ensure that where 
home care and rehabilitation programmes were not in operation, steps be 
taken to develop them either through voluntary organizations or departments 
of health; that the recommendations relating to the mentally ill and retarded 
and crippled children are implemented; that immediate efforts be made to 
develop the children’s dental and optical services programmes. 


Provincial Health Planning Councils 


To ensure democratic participation in the setting of goals and ob- 
jectives of the Health Services Programmes a provincial Health Planning 
Council should be appointed by the provincial government from panels 
nominated by professional bodies, voluntary organizations, university, munici- 
pal, farm, business, labour and other representative associations. A Council 
should engage a chief executive officer and staff to be responsible for the 
Council’s activities; it should be financed through funds provided from the 
administrative funds of the provincial Health Services Commission. It 
should report annually to the provincial legislature through the Minister of 
Health. 

The principal responsibilities of the Council would be five. First, 
to make recommendations relating to programme development and the im- 
provement of health services within the province. Second, on the basis of 
projections developed by the provincial Health Services Commission and 
the Health Sciences Research Council to make recommendations relating 
to the provinces’ medium- and long-term needs for personnel and facilities. 
Third, to make recommendations relating to proposals for new voluntary 
and government activities in the field of health services. Fourth, to make 
recommendations relating to the co-ordination of the activities of profes- 
sional personnel, voluntary organizations and governments in the area of 
health services. Fifth, through a sub-committee on health personnel, to 
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make recommendations relating to the recruitment and education of health 
personnel. Such a sub-committee would be advised by, among others, a 
Nursing Education Planning Committee, a Dental Auxiliary Education 
Committee and a Committee on Paramedical Personnel, and should work in 
close co-operation with the provincial Departments of Education and 
Labour. 

Provincial Health Planning Councils must maintain close contact 
with the Health Planning Council of Canada, the Health Sciences Research 
Council, the provincial Departments of Health and other institutions respon- 
sible for aspects of health care. 


Regional and Local Health Planning Councils 


Where the size or diversity of a province warrants it, regional and 
local or municipal Health Planning Councils should be established by 
provincial governments in the same manner as the provincial Health Plan- 
ning Council. They should be provided with an executive secretary to work 
with the Regional Health Services Co-ordinator! and with the health officers 
of regional and local health departments, and they should report regularly 
to the provincial Health Planning Council. Funds for the operations of 
these regional and local councils should be made available by the provincial 
Health Services Commission. 

The responsibilities of regional and local Health Planning Councils 
would be to make recommendations to the provincial Health Planning Council 
relating to programme development and the improvement of health services 
in their area, the needs of the region for personnel and facilities, voluntary 
and government action in the area of health services, and to make the 
provincial Health Services Commission aware of the impact of health 
policies on the region or municipality itself. 


Provincial Departments of Health 


Although the administration of the Health Services Programmes 
would be the responsibility of the provincial Health Services Commission 
of which the Deputy Minister of Health is a member, the provincial Depart- 
ment of Health would continue to be responsible for the administration 
of the Public Health Grant and, in co-operation with the universities and 
the provincial Health Services Commission, Professional Training Grants. 
It would also continue to be responsible for the essential and traditional 
public health functions. 


1In some instances it may appear desirable for the Health Services Co-ordinator to 
serve as Secretary to the Council. 
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Federal Department of Health 


The Department of Health, following the allocation of the welfare 
functions to a separate Department of Welfare would have expanded respon- 
sibilities as recommended in Volumes I and II of this Report. It would be 
responsible at the federal level for the administration of health grants, 
including: 

(1) Public Health Grants 


(2) Health Services Grants 

(a) Hospital Services 

(b) Medical Services 

(c) Dental Services for children, expectant mothers and public 
assistance recipients 

(d) Prescription Drug Services 

(e) Optical Services for children and public assistance recipients 

({) Prosthetic Services 

(g) Home Care Services 


(3) Professional Training Grants 
(4) Health Facilities Development Grants 


In the administration of these grants it would, as it now does, provide 
advisory and consultant services in connection with specific grants and also 
carry out programme research. 

In the special area of prescription drugs, the Department would be 
responsible for enlarging its Drug Advisory Committee and the development 
and publication of a National Drug Formulary and a Drug Information 
Service.* 


1§ee Volume I, Chapter 2, Recommendations 61 and 62, pp. 41 and 42. 

“61. That the functions of the Drug Advisory Committee which is responsible for 
advising the Department of National Health and Welfare be expanded, and its membership 
enlarged to include representatives of the Canadian Medical Association, Il’Association des 
médecins de langue francaise du Canada, the Canadian Pharmaceutical Association, the 
Canadian Hospital Association, the provincial Schools of Pharmacy, the provincial Colleges of 
Pharmacists, and the provincial Departments of Health. 

“62. That the Food and Drug Directorate, with the assistance of the Advisory Com- 
mittee, prepare and issue a National Drug Formulary which would be maintained on a 
current basis. This Formulary would include only those drugs which meet the specifications 
of the Directorate, and would be identified as such, and therefore eligible for inclusion in 
the Prescription Drug Benefit, one of the objects being to minimize the cost of prescribed 
drugs. There should be established an appeals procedure for dealing with rejected applications, 
and an Information Service which would issue periodic bulletins providing the latest informa- 
tion on drugs and drug therapy to physicians, pharmacists, and hospitals.” 

In Volume II, Chapter 10, addenda to Recommendations 61 and 62, p. 297, we have 
suggested that representatives of the dental profession be added to the expanded Drug 
Advisory Committee and that members of the profession receive the bulletins issued periodically 
by the Drug Information Service. 
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Health Planning Council of Canada 


The Health Planning Council of Canada would be concerned with 
matters relating to the promotion or preservation of the health of the people 
of Canada. 


It should be appointed by the Federal Government from panels recom- 
mended by professional bodies, voluntary agencies, business, labour, farm 
and other associations. It would be financed by the Federal Government 
and would possess its own chief executive officer and planning staff. It would 
report annually to Parliament through the Minister of Health and make 
special reports when requested. 


The principal responsibilities of the Health Planning Council of 
Canada would be first, to study the health needs of Canadians and to make 
recommendations relating to programme development and improvement of 
health services; second, on the basis of data supplied by the Health Sciences 
Research Council and other statistical collection agencies, to study and to 
make recommendations relating to the medium- and long-term needs for 
personnel, facilities and health research; third, to study and to make recom- 
mendations relating to the co-ordination of the activities of professional, 
voluntary organizations and governments in the area of health services; 
and fourth, to seek full and regular co-operation with provincial Health Plan- 
ning Councils, provincial Health Services Commissions and provincial Health 
Departments. The recommendations of the Council would be available to 
the Federal-Provincial Health Services Co-ordinating Committee and to the 
Federal-Provincial Health Ministers Conference for their consideration. 


Health Sciences Research Council 


The Health Sciences Research Council should be the principal 
advisor to the Government of Canada in the planning and support of health 
research and the allocation of research funds. As such, it would be respon- 
sible for the assessment of Canada’s research needs and would have power 
to appoint the medical, dental and other professional staff and to establish 
the technical advisory committees required to fulfil these functions. The 
organization, financing and responsibilities of the Council have been described 
in Chapters 4 and 5. 

The Council would be responsible for the administration of Health 
Sciences Research Grants; for participation in the development and main- 
tenance of a continuing system of health statistics and of studies related to 
the assessment of current health problems and their trends; for the develop- 
ment of medium-term and long-term projections of Canada’s needs for health 
personnel, facilities and research on behalf of the Health Planning Council 
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of Canada; for the evaluation of intramural research conducted by depart- 
ments of the Government of Canada in the area of medical, dental and 
related scientific research; for the evaluation of the effectiveness of the 
various elements of the Health Services Programmes as a way to improve 
the quality of health care Canadians receive. 


Federal-Provincial Health Services Co-ordinating Committee 


This body should consist of the chief executive officers of provincial 
Health Departments and Health Services Commissions in the provinces and 
territories and the Deputy Ministers of the federal Departments of Health 
and Welfare. The Deputy Minister of Health should act as chairman of the 
Committee. It would be financed by the federal and provincial governments 
and its members would report to their respective organizations. 

This body would act as the co-ordinating body for all administrative 
matters involving interprovincial and federal-provincial relationships in the 
area of health services and resources. It would have access to technical 
and other advice from the various Health Departments, Health Planning 
Councils and the Health Sciences Research Council.t 


Federal-Provincial Health Ministers Conference 


This body consisting of the Federal Minister of Health and the 
provincial Ministers of Health would have annual meetings, and special 
meetings when necessary, to discuss issues of health services policy. It would 
have access to information and proposals from all other organizations. It 
would ensure periodic meetings at regular intervals to discuss common 
health problems. 


CONCLUSION 


The Commission has recognized that diversity and decentralization 
are essential to encourage and permit experiment and improvement. If 
individual initiative is stifled or regimented then any organization becomes 
ineffective. The recommended health programmes for Canadians leave 
individual professional practitioners free to continue their practice as “inde- 
pendent contractors” as is the case for other health organizations. Moreover, 
with ten provinces each developing its own institutional structure, within 
that structure is room for diversity, for different solutions to the problems of 
organizing regional hospital systems, of providing medical services, and all 
the other programmes and services. The comparative success of each of 


5 This Co-ordinating Committee would absorb the functions of the Dominion Health 
Council and carry out the broader responsibilities outlined above. 
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these different approaches will be evident to all Canadians who can then 
choose or modify—on the basis of merit. 

Having set out what we believe is involved in the comprehensive 
health care programmes which we have recommended, we want to make 
clear what is not involved in the implementation of these programmes. The 
pattern of organization will not represent a single, unified, monolithic 
government-controlled system. 

It is not a single system because we visualize ten provincial pro- 
grammes and separate programmes for the Yukon and the Northwest 
Territories. 

It is not a unified programme in that it permits diversity among 
different provinces and the Territories, as long as such programmes meet 
the basic health needs of the nation including universal coverage regardless 
of age, or condition, or ability to pay. 

It is not a monolithic system because it consists of diverse adminis- 
trative and advisory bodies at all levels of government, federal, provincial 
and local, that include in their membership representatives of the health 
professions, the public and voluntary associations, that will be required by 
law to report to the respective legislatures and to Parliament. 

It is not government controlled because of the emphasis on the 
co-operative aspect of planning, implementing and organizing health care 
programmes in Canada in which all sectors of society and government 
participate on a continuing basis and also because it leaves the practice of 
medicine and of dentistry wholly in the hands of physicians and dentists on 
whose integrity and competence will depend a high standard of professional 
performance based on free professions in a free society. 

But in this complex society we cannot run the risk of having no 
co-ordination or plan for consistent and adequate growth. All social institu- 
tions and professions, all business and government organizations are in the 
process of adapting to the changes generated by population movement and 
growth, specialization and the rapid accumulation of knowledge. Universities 
and their staffs are seeking to adjust to their growth in size, the new tasks 
required of them, and their integration into business and community life. 
Even nation states have had to seek for new organizational forms to meet 
the challenges of an increasingly complex society. The European Economic 
Community is but one attempt to achieve the co-operation and constructive 
planning that modern technical and economic change requires. 

The provision of health services also must be co-ordinated and 
planned. What we recommend here is not regimented co-operation and 
planning enforced by some all-powerful central body but a programme for 
achieving co-operation and agreement about the objectives we want and 
the means to achieve them. No matter what attitude to administration or 
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planning one adopts it is not possible to administer or plan for hospital, 
medical, dental, optical or drug services separately. The development of a 
hospital services programme or a drug services programme requires that 
a medical services programme be considered at the same time. What is 
crucial is that all affected by indicative planning and by the co-ordination of 
health facilities have a voice in such developments. We have shown how 
this can be done by the participation of the public, government and the 
professions in decision-making and the establishment of policies and targets 
at the provincial and federal levels and by consultation with interested 
parties at the regional and local levels. 

We recognize that since the funds for the operation of the Health 
Services Programmes come primarily from the federal and provincial govern- 
ments there must be some public control over the development of these 
Programmes. Providing the terms of the Health Charter are observed this 
control should not be subversive of the ends that all Canadians seek. On the 
other hand, we believe that the establishment of provincial Health Services 
Commissions, along with representative Health Planning Councils at all 
levels, will provide the independence that is needed if these organizations are 
to attract the talented, responsible and dedicated people necessary to close 
the gap between the actual and potential level of quality health care. We 
also believe that the organizational arrangement we have recommended 
will provide a structure founded upon democratic ideals and practices and 
in harmony with the evolving federal-provincial pattern of co-operative 
programmes. 

The use of public funds in any form, whether it be to subsidize 
private insurance funds or voluntary prepayment plans must necessarily 
involve public responsibility for the expenditure of such funds. As we have 
demonstrated, the availability and the provision of health services are of 
public concern whether a universal comprehensive prepayment programme 
is available or not. But when such a programme is introduced, the public 
interest is enhanced. Fortunately, the public interest is essentially the same 
as the interest of those who provide health services—to see that the Canadian 
public gets the best possible health care. 

The organization of any health services must be considered in rela- 
tion to all other health services. The need of the patient for continuous high 
quality care and the interest of the community in the use of scarce resources 
in an effective manner reinforce each other. Effective organization and 
individual responsibility are not mutually exclusive. Co-operation and con- 
sultation can go far to see that Canadians get the best possible health care 
at a cost that is not beyond the community’s capacity to pay and that 
leaves the professions with the rights and responsibilities that free professions 
must have if they are to remain independent and creative. 


8 


Co-ordination of Health Services 
at the Community Level 


INTRODUCTION 


At the local level, personal health services are provided by physicians, 
dentists, nurses, and other health practitioners, acting independently or 
through hospitals, voluntary organizations, and government agencies. The rec- 
ommended Health Services Programmes will not alter this existing pattern. 
Nevertheless, at the local level the problem of the co-ordination of health 
services must be solved if the Health Services Programmes are to be effective 
in providing care of high quality in a way which embodies the principles 
stated in the Health Charter for Canadians. 

In Chapter 7 we discussed the recommended future organization of 
health services at the provincial and federal levels. This chapter deals with the 
organization of health services at the local or community level. The need for 
co-ordination at this level was constantly urged upon the Commission by 
spokesmen for a variety of organizations. 


PRESENT PROVISION OF LOCAL 
HEALTH SERVICES 


We have described the multiplicity of agencies and services which now 
serve the health needs of our communities. For the patient there are a number 
of choices. He will most likely turn to a general practitioner, either the one 


1It must be clearly understood that we interpret the mention of the best possible 
health care in our Terms of Reference to mean care of the highest possible quality and not 
necessarily the most possible health care. It also means the best possible health care under 
the prevailing circumstances or conditions. Though every effort must be made to maintain 
certain minimum standards in all parts of the country, it will be impossible to overcome all 
differences, and allowances will have to be made for services in certain regions such as sparsely 
settled areas, particularly in the North. 
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whom he considers his family physician or one chosen on the advice of friends 
or neighbours. Similarly, he will seek the services of a dentist. If he attempts 
self-diagnosis, he may decide to consult a specialist. If it is his eyesight that 
troubles him, he will choose between ophthalmologist and optometrist. There 
are osteopaths, podiatrists, chiropractors, and other practitioners he may 
decide to consult. 

In order to provide his patient with high quality care, the physician 
will want to use all the available services. These may include X-ray examina- 
tions, laboratory tests, a course of treatment by a therapist, specialist service 
and/or admission to one of the several types of hospitals. The great merit of 
the modern hospital is that it incorporates a wide range of services, including 
nursing, and a physician can readily treat a number of his patients on his daily 
hospital round. But there are, in addition, an increasing number of com- 
munity-based services available to patients, often equally adequate as the 
services in hospitals and less expensive. 

One of the major problems in urban centres where these agency serv- 
ices are numerous is that of communication. As we pointed out in Volume I, 
the physician needs some kind of assistance in mobilizing such of these serv- 
ices as he requires outside the hospital as well and as readily as he is served 
inside the hospital. 

In point of fact, hospital developments themselves strengthen the case 
for co-ordination of all services on a broad community basis. The growing 
complexity, costliness and specialization of the hospital has had far-reaching 
effects not only on the individual institution but also on the structure of what 
is emerging as a hospital system. 

The modern hospital transcends the financial capacity of many muni- 
cipalities, and much of the costly modern equipment cannot be used efficiently 
if it serves only small populations. This necessitates the regional planning of 
hospitals and in the larger centres a division of labour among local hospitals 
as far as certain types of expensive equipment and specialized services are 
concerned. Regionalization would not be possible, however, if modern trans- 
portation and communication had not at the same time facilitated travel so 
that many patients can safely be brought to a strategically located hospital 
outside their own community. This means a trend towards a degree of cen- 
tralization of hospital services, particularly in the acute-treatment general 
hospital and in some of the highly specialized rehabilitation services. 

We find, then, that as in many other activities such as trade, industry 
and education, we have come to think of the community as having a much 
larger geographic and population base than the traditional self-contained 
municipality. Modern transportation, communication and the accelerated 
technical revolution have necessitated planning on a much broader basis 


*See Volume I, Chapters 2 and 15, pp. 61 and 624. 
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than in the past. Regional rather than local planning resulting from these 
circumstances means the acceptance of objectives determined on a broad 
regional rather than a limited local basis, leading to a pooling of interest 
which—though somewhat reducing local autonomy—brings to the less popu- 
lated areas regular access to the more highly specialized services which can 
be maintained efficiently only for larger population groups. 

Apart from this arrangement of hospitals in terms of their size, loca- 
tion, equipment and hence the services they provide, there has been a shift in 
establishing certain types of hospitals. The increasing load of chronic illness 
and the high cost of acute-treatment hospitals have contributed to the separa- 
tion of the chronically ill in special institutions or wings for the chronically 
ill and convalescent. On the other hand, with modern treatment methods, 
effective care can be given to mentally ill and tuberculosis patients in general 
hospitals. The special facilities required for rehabilitation services have led to 
the addition of wings to general hospitals as well as to a new type of institu- 
tion: the rehabilitation centre. 

As attempts have been made to co-ordinate hospital services, hospitals 
have sought to adjust their services to the changing needs of the same patient 
during his stay in the institution. This idea has received formal recognition by 
the introduction of the principle of progressive patient care whereby the pa- 
tient in the same hospital moves from intensive treatment to the self-care stage. 

The position of the voluntary community agencies is beset with 
numerous uncertainties. An agency providing, for instance, physiotherapy 
services to children or adults must plan its operation with perhaps little or 
no guidance as to the extent of the problem, or knowledge of similar or related 
services available. It may also have to make arrangements with service clubs 
or other community agencies for such services as appliances, equipment, or 
the transportation of patients. The planning of new services and the adjust- 
ment of existing ones is often left to the initiative and ingenuity of individuals 
or agencies without the benefit of an adequate appraisal of needs and resources. 
Public health departments more often than not lead an existence of their 
own, separate from the main stream of personal health services. 

These local developments in health services have resulted in: 

(1) a multiplicity of services, 

(2) a multiplicity of auspices, and 

(3) a multiplicity of administrative arrangements. 
This multiplicity however, is the natural result of progress made in the 
health field within the existing framework of Canada’s social, economic, and 
political institutions. Roemer has described similar developments in the 
United States: 


“There can be no doubt that the overall effect of all these social 
processes is to make American health service more and more socially 
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organized. Yet the organization occurs in segments. Particular needs are 
met with particular programs. Actions are taken by government at all 
levels and by hundreds of voluntary agencies. Special efforts are applied 
to a certain population group, a certain disease, or for the provision of 
a certain type of technical service. The focus may be preventive or 
therapeutic or it may be both. The organization may involve direct provi- 
sion of some health service by a structural social entity, or it may involve 
the imposition of certain formal standards and economic arrangements 
over the provision of services by individual medical practitioners. Social 
organization may also apply to the world of medical research or profes- 
sional education.”* 

Clearly, under these circumstances we cannot expect (a) these com- 
munity services to develop fully, (b) effective use to be made of them, (c) 
the services to be well planned without gaps on the one hand or overlapping 
on the other, (d) assurance of a high quality of service, (e) patients and 


physicians to be aware of and accept these services, unless we plan. 


EMERGING PATTERNS OF LOCAL 
HEALTH SERVICES 


There can be no doubt that with continuing scientific and technological 
progress, with expanding urban centres and in the absence of planning and 
co-ordination, such fragmentation of our health services will continue. If we 
are to reap the full benefits of existing and future scientific advances and 
provide adequately for the growing load of chronic illness and disability, we 
must arrange for the co-ordination of the many parts of the health services. 
This is not a new or revolutionary proposal. Attempts at co-ordination have 
been going on for many years, rehabilitation services being a notable example. 

While the shortcomings of this lack of co-ordination at the com- 
munity level in the face of an ever-increasing fragmentation and multiplicity 
of services have become apparent, there have been a number of developments 
which may mitigate this situation. Among the most clearly discernible new 
forms of organization are developments in general practice, medical group 
practice, organized home care, and the co-ordination of a wide range of 
rehabilitation services. 


General Practitioner 


Due to a number of developments, the role of the general practitioner 
in the health services complex is undergoing a re-appraisal. The longer life- 
span has resulted in an increased number of older people requiring treatment, 
largely for chronic conditions. A continuing high birth rate has meant that 


1Roemer, M. I., “Changing Patterns of Health Service: Their Dependence on a 
Changing World”, The Annals, March 1963, pp. 54 and S55. 
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the general practitioner sees more maternity cases. The increased awareness 
of psychiatric symptoms by the physician and the public has stimulated 
attempts to integrate psychiatric services into the main stream of health 
services with the general practitioner playing a vital role in the early diagnosis 
and treatment of these disorders. The increasing emphasis on the social as 
well as the medical rehabilitation of the patient has reinforced the need for the 
general practitioner with his knowledge of the patient’s social environment. 
The growing knowledge of the importance of social factors in health and ill- 
ness has served to highlight the continuing care of the whole patient with the 
general practitioner as the key figure in this arrangement. 

Thus, we find in Canada, as in other countries, particularly the 
United States, two different trends in the pattern of practising medicine. On 
the one hand, as medical science has advanced rapidly, there has been a strong 
tendency towards increasing specialization which promises the best possible 
health care by encouraging research and advanced work in combating specific 
health problems, both of the body and the mind.1 On the other hand, there 
has been increased emphasis on the “wholistic’ approach in medical care, 
with the emphasis on the whole patient, as a man, rather than merely as a 
disease entity. 

Although important medical progress has resulted from increasing 
specialization in the health field, it has created new problems that may be 
summed up under the term “medical fragmentation”. The situation in the 
United States has been described as follows: 

“...there is no doubt that the fragmentation of medical practice has 
resulted in the fragmentation of the patient. The situation could easily 
develop to the point of 57 varieties of specialists but no doctor to treat 
the individual. The task of putting the patient together again—of re- 


constructing the ‘whole man’—is an essential next step in the progress 
of medical practice.” 


This fragmentation of health services has also occurred in Canada, 
but an opposing trend is evident in the growing recognition of the importance 
of the general practitioner or “family doctor” in the provision of medical 
services. The present and future role of the general practitioner has caused 
uncertainty and dissatisfaction among some practitioners about their function 
in a profession that has become increasingly specialized; but the new trend 
stems from basic changes in the pattern of medical treatment and the grow- 
ing recognition of the patient rather than the illness as the focus of health 
care. 


1For further discussion of the role of the specialists in medical practice, see Volume I, 
Chapter 7, pp. 248 and 249; Judek, S., Medical Manpower in Canada, a study prepared for 
the Royal Commission on Health Services, Chapter 4, Ottawa: Queen’s Printer (in press); 
and MacFarlane, J. A., et al., Medical Education in Canada, a study prepared for the Royal 
Commission on Health Services, Chapter 9, Ottawa: Queen’s Printer (in press). 

2 Somers, H. M., and Somers, Anne R., Doctors, Patients and Health Insurance, The 
Brookings Institution, Washington, D.C., 1961, p. 33. 
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With the advancement of scientific knowledge, specialization in med- 
icine will continue to grow, but it will not replace the general practitioner, 
nor would such a development be desirable, especially in Canada’s social 
and geographic setting. Only in the larger urban centres will all the existing 
specialties be represented. It is true, on the other hand, that modern means 
of transportation and communication make specialists’ services accessible 
even to patients at a considerable distance, which means that there is less 
need for the general practitioner to engage in areas of medicine for which he 
has not been specially trained. 

Although some hospitals, particularly the larger institutions and teach- 
ing hospitals, often restrict staff privileges of the general practitioner in 
favour of the specialist, the former normally treats his patients in a community 
hospital. His hospital appointment allows him to carry out those procedures 
in which he is fully qualified. These hospital privileges also enable the general 
practitioner to consult with the specialist and thereby add to his knowledge 
of medicine. The continuous association with specialists is probably one of 
the most effective means at the disposal of the general practitioner for main- 
taining and improving the quality of the care he provides.’ 

The specialist has assumed some of the functions of the general practi- 
tioner: the obstetrician, normal deliveries; the paediatrician, care of children; 
the internist, uncomplicated medical cases, and so on. In part, this has been 
brought about by public demand. Notwithstanding this trend there continues 
to be a need for the general practitioner to retain his role as the family 
physician. Only he seems to be in a position to treat the whole patient. While 
he may refer an increasing number of cases to a specialist, referral and con- 
sultation may well develop into a two-way flow as patients after acute stages 
of severe illness are returned to the general practitioner for continued care, 
the supervision of home care services or rehabilitation procedures. General 
practice also plays an important and growing role in such fields as health 
maintenance and mental illness and has a place in the context of group 
practice. 

Thus the future role of the general practitioner is of increasing 
significance. He will provide both preventive and curative medical services to 
those under his care on a continuing basis. When complex conditions arise, 
he will seek advice from his specialist colleagues: “You might call this man 
a patient-oriented community-based physician’’.’ 

These developments and the resulting intensive re-appraisal of the 
role of the general practitioner have implications for medical education. Is it 
to be based on the present pattern of the basic medical education or on a new 

1 Suggestions regarding the qualifications and training of the general practitioner of 
the future are contained in MacFarlane, J. A., et al., op. cit. 
2 Johnston, W. V., The College of General Practice in Canada—Its Tremendous Trifles, 


Presentation to the Australian College of General Practitioners, Sydney, Australia, October 24, 
1963, p. 11. 
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body of knowledge that warrants separate departmental organization in the 
medical school and teaching hospitals with teachers having qualifications in 
this area? 

What can be done to equip the general practitioner adequately for 
the more complex tasks that he is expected to perform in the ever changing 
pattern of medical practice? The U.S. study, referred to earlier, mentioned 
a four-pronged approach put forward by various sections of the medical 
profession: 

“1) upgrading the GP; 2) replacing the GP by a better trained type of 
family or personal physician—the internist and pediatrician are most 
frequently mentioned; 3) training all doctors in the philosophy and tech- 
niques of ‘comprehensive care’; and 4) promoting an institutional en- 
vironment which will facilitate a coordinated approach. These four 
methods are by no means mutually exclusive although some of their 
proponents appear to think so. All are worthwhile objectives in themselves. 
It is to be hoped that experimentation along all four lines will continue. 


It appears, however, that certain of the approaches are more practical 
than others and that the fourth, in particular, is the sine qua non for 


9 991 


effective reconstitution of the ‘whole patient’. 


In Canada, this question of the future training and role of the 
general practitioner has been under discussion and review for some time. 
The establishment of the College of General Practice of Canada was a result 
of the new attention focused on general practice in an era of specialization. 
The College was established by the Canadian Medical Association in 1954, 
after a study had concluded: 

(1) That many physicians of the highest calibre were drawn and should 
continue to be drawn to the field of general medicine. 

(2) That, in fact, medicine had become so complicated and specialized 
that the general physician has become even more necessary than 
before as the patient’s medical adviser, as well as personal doctor. 

(3) That the highest standards of health care did not depend upon ever 
narrowing specialization, but rather that general physicians should 
be encouraged to and be free to achieve their own standards of 
practice, comparable to those of the specialists.* 


For his changing function the general practitioner has to be prepared 
by emphasis in his education on these new aspects of his practice, aspects 
which are not now being covered adequately in the specialty-oriented training 
of the large teaching hospital. Some Canadian medical schools have already 
begun to add experienced general practitioners to their teaching staff. Medical 
students in some medical schools can see patients cared for in general practice 
outside the hospital in physicians’ offices, in out-patient clinics, in patients’ 
homes, and in the context of such community services as public health clinics 

1Somers, H. M., and Somers, A. R., op. cit., PP. 33 and 34. 


2 College of General Practice of Canada, brief submitted to the Royal Commission on 
Health Services, Toronto, May 1962, pp. 5 and 6. 
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or home care plans. In 1960, the College of Medicine of the University of 
Saskatchewan stated that during the six previous years from 18 to 22 general 
practitioners at a time have been acting as clinical teachers, comprising as 
a group the Department of General Practice of the University Hospital. The 
report comments very favourably on the contribution rendered by these 
teachers, particularly in the psychiatric field.2 Moreover, like all physicians 
in the face of rapidly growing scientific knowledge and changing medical 
techniques, the general practitioner needs the continuing education on which 
great emphasis is being placed by the College of General Practice. “The core 
of the College’s active membership regulations is the unique mandatory 
requirement of one hundred (100) hours of organized and approved post- 
graduate study in each two-year period.’ This the Commission recognizes as 
a major contribution to the quality of health care, and so necessary has con- 
tinuing education become that the profession should do all in its power to see 
that all general practitioners meet at least these minimum standards.* 

While the need for the teaching in these new aspects of general 
practice has been established, the exact role of general practice within the 
medical school and its curriculum is still under discussion. Is general practice 
to continue to be part of the physician’s basic training? Is it developing 
into another specialty? Or is it the function of general practice to bring 
about the synthesis of the various specialties? There are departments of 
general practice in hospitals. Should there be, correspondingly, departments 
of general practice in the medical schools? 

These questions were studied at a conference called by the College 
of General Practice in 1962. One of its findings regarding undergraduate 
medical education was that “a programme must be developed which will 
give the student a more realistic view of family practice in the com- 
munity”, i.e., more realistic than that which can be derived from the rather 
selected group of patients who use the out-patient facilities of hospitals. Family 
physician “preceptors” for students are part of this future programme which 
the Conference recommended.® The Second Conference on Education for 
General Practice® further studied the status of education in general practice 
within the medical school. At this Conference the problem was clearly 
identified. The answer must be found to the question of “when does a subject 
attain departmental status in the university and what are the criteria for the 


1The College of Medicine, University of Saskatchewan, Brief to the Advisory Planning 
Committee on Medical Care of the Province of Saskatchewan, Saskatoon, 1960, pp. 55 and 56. 

2Ibid., pp. 56 and 57. 

® College of General Practice of Canada, op. cit., p. 7. 

* See Volume I, Chapter 2, Recommendation 150, p. 72. 

5 College of General Practice of Canada, Conference on “Training for General 
Practice”, November 28 and 29, 1962, Preliminary Report, p. 2. See Report on Second 
Conference on Education of General Practice. 

8 Sponsored jointly by the Association of Canadian Medical Colleges and The College 
of General Practice of Canada, Toronto, November 27-29, 1963. 
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appointment of a professor in this field’.1 The Conference came to the 
conclusion that, at the time, the setting up of chairs in general practice would 
be premature, pending the answers to the foregoing questions, but “that the 
College of General Practice of Canada bears the major responsibility in 
defining Canadian General Practice and in establishing the body of scien- 
tific research necessary to implement education for general practice”.? 

The College of General Practice has already outlined a programme 
of research.*® The content of general practice will have to be redefined in view 
of its yielding certain areas to the specialties while the responsibility of the 
general practitioner may be extended in others, such as in the care of the 
whole patient in his family and community, and in psychiatric care, home 
care and rehabilitation. The developments in these areas of medical care have 
been rapid in recent years and the recommendations made by this Commis- 
sion will add momentum to this trend. 

It is, therefore, both important and urgent that the general practi- 
tioner of the future be fitted for his newly emerging role. We endorse the 
conclusion that “the continued flow of practitioners into the General Practice 
field must be assured and will depend on the example of their teachers”.* 

The supply of teachers, on the other hand, depends on suitable con- 
ditions for their teaching.5 The field of general practice includes large ele- 
ments of preventive, social, and community medicine, but these are probably 
not the only elements. There is, no doubt, room for improvement in the 
training of the general practitioner even in relation to his traditional duties.® 
The new concept of general practice, however, has created a pressing need 
for a re-appraisal of his education and of the demands on the qualifications 
of his teachers. In order to achieve a high level of general practice, we must 
ensure the excellence of the teachers themselves by providing them with 
opportunities for advanced study and research commensurate with those 
available to their specialist colleagues. Our recommendations are, therefore, 
for comparable financial support once the criteria for their training have 
been established by the competent agencies of the profession and the 
medical schools. 


The Commission recommends: 


228. That the Association of Canadian Medical Colleges, in consultation 
with the College of General Practice of Canada and others concerned 


4 Ibid, ps 227. 

2Tbid., p. 234. 

’ College of General Practice, op. cit., pp. 20 and 22. 

The College of Medicine, University of Saskatchewan, op. cit., statement by Dr. 
S. A. Orchard, Appendix J, p. ii. 

5 Ibid. 

° Clute, Kenneth F., The General Practitioner, Toronto: University of Toronto Press, 
1963. 
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give immediate attention to the question of setting up administrative 
Departments of General Practice in the teaching hospitals and subse- 
quently, Chairs of General Practice in the Faculties of Medicine. 


229. That, as part of a seven-year crash programme, special Professional 
Training Grants of $5,000 per year be allocated to medical graduates 
undertaking post-graduate study to qualify for the teaching of general 
practice in the Faculties of Medicine. 


Group Practice 


The medical group or clinic combining under one roof general prac- 
titioners and a spectrum of specialists, paramedical personnel, and laboratory 
and X-ray facilities, is a further development with a number of advantages 
to the physician and the patient. These groups may be considered as a much 
needed move towards a synthesis of the medical specialties. There are many 
forms of partnerships and groups, all of which involve in some degree a 
change from independent solo practice to an organizational arrangement 
offering certain other advantages. 

One result of these new patterns of practice is a closer association 
of the physician with his colleagues. This may extend to either his professional 
activity or the economics of his practice, or both. Closer professional asso- 
ciation means the benefit of shared knowledge, but it also results in the 
acceptance of various forms and degrees of professional collaboration. This, 
as well as the enhanced authority of the provincial Colleges of Physicians 
and Surgeons? is an important step towards maintaining a high quality of 
physicians’ services. 


Home Care 


Having described organized home care in Volume I of this Report® 
as a health service that should be made available within the framework of the 
recommended Health Services Programmes, we wish to examine here briefly 
its role as an emerging pattern of health services. 

Home care plans so far have not been the outcome of national, 
provincial, or regional planning,* but have originated locally for a variety of 
reasons in a number of different circumstances. Whatever their origin, how- 
ever, home care plans—like medical group practice—result in the co-ordina- 
tion of hitherto separate and independent services. In most cases, home care 


1 For more detailed discussion see Volume I, Chapters 7 and 13. 

2 See Volume I, Chapter 2, Recommendation 38, p. 34. 

3 See Volume I, Chapter 15. 

4 With the exception of the home care services provided by the public health nurse in 
British Columbia. 
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plans are established as alternatives to in-patient hospital care. It follows 
that if care outside the hospital is to be substituted, a range of services, 
similar to those needed by the patient if he were in the institution, must be 
provided. These services may well exist in the community, or could be made 
available, but it has been found that their mere existence has not automatically 
resulted in their effective use. To achieve this end, it has been necessary to 
establish a co-ordinating agency in the form of the organized home care plan. 
Once such a plan is in existence, the physician can refer patients to it very 
much as he refers them for admission to the hospital, indicating the services 
required, but without the need on his part to deal with each of the various 
service agencies separately. 

This we regard as an important attribute of organized home care, 
and one which merits far greater attention than it has hitherto received. 
Where there is close contact between the hospital and a home care pro- 
gramme, we have, in fact, a model for co-ordinated health services in the com- 
munity. The shortcoming of most existing plans is their limited extent. Even 
in cities where they exist, they are available only to a very small part of the 
population. 

What is the impact of increased home care on the physician’s time 
and pattern of service? We have mentioned that the physician can see a 
greater number of his bedridden patients more quickly and easily in the 
hospital than if he has to visit them at their homes. Early transfer of a patient 
from the hospital to home care results in a saving in terms of hospital days 
and costs. It usually comes at a stage in the patient’s illness when he does 
not need daily visits from a physician but may require periodic visits by the 
nurse and other health workers. 

In the foregoing discussion of the changing patterns of the physician’s 
services we have referred to the changing role of the general practitioner in 
a world of growing specialization. The services under a home care plan 
require supervision by a general practitioner even though a specialist may be 
called in from time to time. Further study is needed to determine if an 
extension of the scope of home care programmes will affect the respective 
functions of the general practitioner or the specialist. The same applies to the 
greater attention given to the co-ordination of rehabilitation services reaching 
beyond the hospital stage and also requiring medical supervision or follow-up. 
These may develop new aspects of general practice which, in order to be 
handled effectively, must also be reflected in the education, training and role 
of the general practitioner. 

In any community organization of health services, we assign great 
importance to the integration of preventive health services and such health 
maintenance projects as may be effectively developed. Encouragement must 
also be given to the various means of promoting physical and mental fitness. 
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Preventive Services 


Preventive measures have been most specific and most spectacular in 
their success in the control of communicable diseases. We have emphasized 
the need for maintaining our guard in these areas and for bringing them to 
bear on newly emerging or newly recognized health hazards.1 The effect of 
immunization can be seen immediately and clearly in the decline of such 
diseases as smallpox, diphtheria, or poliomyelitis. But there have been other 
means of prevention at work contributing to the general decline in mortality 
and the increasing life expectancy of Canadians. Among them are the en- 
vironmental health measures: better sanitation, safe water supplies, gradual 
control of air pollution and food and drug control. Improved standards of 
living generally are contributing to better health even though they may give 
rise to certain “health hazards of plenty”, such as obesity and diabetes. Not 
all of these measures are health services but they must not be lost sight of in 
the future organization of the community health services. To the extent that 
they are part of the functions of health agencies, they must be integrated 
into the proposed organization. We have discussed the risk of adverse 
effects from diagnostic X-rays,” but this is only one aspect of the danger from 
radiation which will require intensified study and control measures. The same 
applies to a variety of carcinogenic substances, known and still unknown, in 
our environment. The health of animals, for example, both wild and domestic, 
is a recognized environmental factor in the health of man. 

Environmental health measures in the places of work contribute to 
physical and mental health. All this has opened a wide new field added to 
the traditional functions of the public health agencies. Public health facili- 
ties must be geared to their new tasks and public health positions must 
offer conditions comparable to other health fields if they are to attract 
well qualified personnel. 

It should also be reiterated in this context what we have said of the 
individual’s responsibility “to observe good health practices and to use 
available health services prudently”. But here again he needs the help 
of health agencies to determine scientifically what good health practices are. 
It is the task of health education—another function of the health agencies— 
to interpret to him these findings in a manner which he can understand and 
is likely to accept. Among the good health practices are personal habits, 
healthful recreation, maintenance of physical and mental fitness, and health- 
ful nutrition. The activities of the Welfare Branch of the Department of 
National Health and Welfare under the Fitness and Amateur Sport Act* 


See Volume J, Chapter 5, pp. 166 and 167. 

2 See Chapter 3, pp. 82-84. 

8 See Volume I, Chapter 1, p. 12. 

*C-131, Fourth Session, Twenty-Fourth Parliament, 9-10, Elizabeth II, 1960-61. 
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are intended to provide Canadians with the knowledge and opportunity of 
activities to promote fitness. 

Nutrition is another area of the individual’s responsibility for his 
and his family’s health where the responsibility can be exercised only on the 
basis of authoritative information provided by the health agencies responsible 
for scientific research in this area. Together with sanitation and adequate 
housing, improved nutrition has no doubt played a major part in achieving 
the high standard of health Canadians enjoy today. Still problems continue to 
persist. One is overweight and its adverse consequences on the health of 
many Canadians. The other relates to the substandard diets on which many 
people in Canada still live. Hence, the role of nutrition in the framework 
of the future health services can hardly be overemphasized.! Yet little is 
known on a consistent and continuing basis of the nutritional status of 
Canadians. Proper nutrition, however, is not merely a matter of quantity 
but also of the right kind of food consumed.” Together with fitness pro- 
grammes, nutrition services may play an important part in the prevention or 
alleviation of chronic diseases. 

While the prevention of some diseases has to await a breakthrough 
in medical research, we have now the knowledge necessary to prevent 
most accidents. We have discussed in Chapter 6 the role of voluntary 
agencies in this field, stressing particularly the need for the reduction of 
traffic accidents, but accidents in the home and in industry, on the farm, 
and in recreation also remain major health problems. Prevention is partly a 
matter of publicly provided or enforced safety devices, but very largely 
it remains a matter of personal responsibility. Full awareness and exercise of 
this responsibility, supported by knowledge through education, can greatly 
reduce the toll in life and health. 

Knowledge about these matters will reach families and individuals 
through the many channels of health education. The general practitioner in 
his new role will have a major part to play in this, whether in the context 
of his private practice or in some form of health maintenance clinics.*? The 
periodic examinations we have recommended* are intended to provide 
physicians, dentists and patients with an opportunity for preventive measures 


1Stare, F. J., “Why the Science of Nutrition?”, Nutrition Review, Volume 8, No. 1, 
January 1950, p. 4. “. . . Where we have such wonder drugs as penicillin and aureomycin 
to combat the ordinary infectious diseases such as pneumonia, nutrition stands as the single 
most important factor affecting our personal well-being. . .” 

2Subcommittee on Control of Nutritional Diseases, Control of Malnutrition in Man, 
American Public Health Association, New York, 1960, p. 1. “Lack of dietary information, 
misinformation, fads, and food taboos can and do produce malnutrition in the midst of 
wealth and plenty.” ' 

8 Roth, F. B., Statement on Health Education, prepared for the Institute on Community 
Education for Health, Saskatoon-Regina, 1961. “Those who accept responsibility for pro- 
viding health care must provide the necessary leadership to develop the widest possible under- 
standing of the complex nature of the health needs and services.” 

See Volume I, Chapter 2, Recommendation 30(h) (ii), p. 32. 
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of the kind we have discussed, and the immunizations recommended as part 
of the Medical Services Benefit! will ensure that this form of protection 
against communicable diseases is maintained. 


Rehabilitation 


In Volume I of our Report we have dealt with rehabilitation largely as 
a health service, i.e., rehabilitation in the sense of medical restoration. We 
have referred there to personnel and facilities required and also to the strong 
rehabilitation component in home care programmes. 

In this chapter we are chiefly concerned with the manner in which 
a rehabilitation service stimulates the co-ordination of the whole range of 
services required to restore the once disabled to their fullest possible role in 
the family and the community. This goes beyond the scope of health services 
proper and, depending on the case, may involve also the services of education, 
welfare, training, job placement, and other community services directed 
towards the social and economic as well as the medical aspects of the 
patient’s illness. During the stage of medical restoration the new emphasis 
on the rehabilitation of the patient means new patterns of service. We see 
rehabilitation or physical medicine wings being established in general hos- 
pitals; an increasing number of therapists employed in general, mental, and 
tuberculosis hospitals; the emergence of the rehabilitation centre with its 
in- and out-patient facilities; and the development of rehabilitation and 
follow-up facilities and services in the community outside the hospital. In 
many communities facilities for the rehabilitation of the physically disabled 
have developed over the recent years. More recent is the development of 
corresponding services for the psychiatric disorders in an attempt to remove 
as many cases as possible from the traditional large mental hospital and 
also to reduce the necessity of hospitalization of the mentally ill in the 
psychiatric wards of the general hospitals. 

These local services and home care plans for the mentally ill, like 
all mental health services, are still largely subject to the traditional separa- 
tion from general health services, a separation extending also to some home 
care plans. The acceptance of our Recommendations regarding the integration 
of mental and tuberculosis services with the general health services? will re- 
move this anomaly but the emphasis on community care for the mentally ill 
and the retarded, including their fullest possible rehabilitation, will consider- 
ably add to the demand for services outside the hospital, a demand which needs 
quantitative evaluation if we are to have a sufficient supply of personnel and 
facilities. One major obstacle in the path of such an assessment is our lack 


1 See Volume I, Chapter 2, Recommendation 30(h) (i), p. 32. 
2 See Volume I, Chapter 2, Recommendations 29 and 108, pp. 31 and 56. 
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of knowledge regarding the reservoir of patients needing rehabilitation serv- 
ices, physical as well as mental, which is one of the most important tasks for 
the health statistical agencies. 

Rehabilitation, however, does not stop once medical science has done 
all it can for the patient. Nor must we lose sight of the fact that where pros- 
thetic devices and aids are needed medical science is greatly supported by the 
latest achievements in the physical sciences and that modern engineering 
contributes greatly to the design and effectiveness of such devices; examples 
of this are the extraneous power-operated prostheses which have been devel- 
oped, particularly for children with congenital abnormalities. 

The intricacy and complexity of modern prosthetic aids make increas- 
ing demands on the personnel and facilities providing these services. To 
ensure, therefore, a high quality of service, it will be of the utmost importance 
to maintain appropriate standards in the training of prosthetists and orthotists, 
as well as in the equipment used and the facilities for its manufacture and 
fittings.? 

Medical rehabilitation services at all levels must be geared to meet the 
demands of intensified rehabilitation services and they must have the resources 
to meet these demands and, in particular, to ensure the necessary liaison and 
co-ordination with all agencies involved in this complex service. 

Health services are becoming increasingly interrelated with and often 
dependent on other community services. One of the basic components of 
home care plans, for instance, is a homemaker service. Other social services 
such as the provision of meals may be required. In this case health and social 
services work hand in hand. The chain of rehabilitation services, on the other 
hand, often means a gradual fading out of the health services proper to give 
way to welfare services (e.g., sheltered employment), education and training 
services, placement services, and various forms of follow-up services with or 
without medical supervision. Many of these services offer excellent opportuni- 
ties for voluntary action by groups organized to provide certain types of 
pervices:* . 
This concept of a spectrum of services indicates the need for the 
effective co-ordination of all services bearing on rehabilitation, introducing a 
new dimension into our discussion of the co-ordination of services. Modern 
principles of rehabilitation require the closely co-ordinated interaction of a 
variety of health services, usually under different auspices. This may include 


1 See Volume I, Chapter 2, Recommendation 115, p. 60. In view of the contributions by 
modern engineering techniques to the design of prosthetic aids, we have in Volume I recom- 
mended “That funds be made available through the Health Sciences Research Council 
for research and experimentation into the creation and distribution of prosthetic devices, 
the development of effective techniques; and by Professional Training Grants for the training 
of the necessary technical personnel’. 


2 See Chapter 6. 
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institutions of different types and services outside institutions which, as 
already pointed out, require close co-ordination with organized home care 
programmes. 

Many of these principles are recognized in the Vocational Rehabilita- 
tion and Disabled Persons Act of 1961. The Act provides for federal contri- 
butions to the provinces amounting to half the cost of comprehensive pro- 
grammes for the vocational rehabilitation of disabled persons. Under the Act, 
federal activities are co-ordinated and, correspondingly, co-ordinators of 
rehabilitation services in the provinces have been appointed. The department 
responsible for carrying out the provisions of the Act at the federal level is 
the Department of Labour. 

It is indeed to the credit of all agencies concerned with the imple- 
mentation of the Act that in the short time since its passage, an effective and 
impressive organization has been built up. The Act has, however, one serious 
shortcoming namely the restriction of its provision to vocational rehabilitation 
aimed primarily at the potentially gainfully employed. 

This restriction excludes the large number of disabled persons who, 
because of age or the degree of their disability, cannot hope “to become 
capable of pursuing regularly a substantially gainful occupation” but who may 
nevertheless profit from rehabilitation services to the extent of greater inde- 
pendence from the help of others. They may be able to live in the community 
instead of in an institution or they may be able to dispense with somebody 
looking after them. This means returns in happiness and satisfaction as well 
as economic benefits. Until all those who can profit from rehabilitation serv- 
ices are covered by one co-ordinated system, the co-ordination is not complete 
thus seriously reducing the effectiveness of the programme. Difficulties exist 
not only for cases obviously excluded from the provisions of the Act but also 
for the numerous borderline cases where much time and effort is wasted in 
determining under which department’s jurisdiction the case may come. 

We are aware that the Act is broadly interpreted and that home- 
making, for instance, is specifically accepted in the agreements with the 
provinces as a “substantially gainful occupation”, but the Act remains re- 
stricted to a concept of gainful employment. This restriction may have had 
some justification originally. The interest in rehabilitation shifted after World 
War II from the Armed Services to those employed in industry, but it has 
now broadened into a concern for the disabled regardless of their vocational 
status. 

We note that the National Advisory Council on the Rehabilitation of 
Disabled Persons at its third meeting in May 1964 unanimously passed a 
motion requesting the Department of Labour to re-interpret the term “dis- 
ability” with a view to including all those socially handicapped where a 


1See the activities of the Workmen’s Compensation Boards. 
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reasonable expectation of vocational rehabilitation exists.1 In our view the 
provisions of the Act should apply to all disabled persons who may profit from 
any of the services provided under the Act, regardless of their vocational 
potentialities. It should be noted that the agreements with the provinces under 
the Act specify the services provided under the Act which go beyond voca- 
tional rehabilitation proper.? 

The Report of The Royal Commission on Government Organization 
(Glassco Report) recommended in regard to the medical aspects of rehabili- 
tation that these be co-ordinated by the Department of National Health and 
Welfare.* In its final volume, the Glassco Commission recommended that the 
Civilian Rehabilitation Branch of the Department of Labour be moved to 
the Welfare Branch of the Department of National Health and Welfare.* 

Having recommended the separation of the administration of health 
and welfare into two departments at the federal level, we face the question of 
what should become of the Civilian Rehabilitation Branch. By recommending 
the broadening of the Act, we make it clear that we would like to see all 
rehabilitation resulting from health defects co-ordinated by one agency with- 
out limiting it to certain population groups (such as the employable) or to 
certain types of health defects (such as either physical or psychiatric). We 
are equally anxious to ensure that the administering agency cover all services 
—health, welfare, education, employment—which can possibly aid the 
impaired. This is basically a matter of legislation as well as of the spirit, 
knowledge and intentions of those called upon to administer it, no matter 
what department of government they are administratively associated with. 

As long as the aforementioned requirements are met, it matters less 
which department is responsible for co-ordinating rehabilitation services, but 
in view of existing problems we conclude that the most satisfactory solution 
would be an independent agency® on which the various departmental interests 
are represented, under a chairman to be appointed because of his personal 
qualifications rather than his affiliation with a particular department. 

Whatever the structure of this agency, it should be responsible for 
rehabilitation services of all kinds for all types of health problems, including 


1 Minutes of the Third Meeting of the National Advisory Council on the Rehabilitation 
of Disabled Persons, Department of Labour, Ottawa, 1964, p. 13. 

2Section 4... “(b) services and processes of restoration, training and employment 
placement designed to enable a disabled person to dispense with the necessity for institutional 
care or the necessity for the regular home service of an attendant; 

“(c) providing for utilizing the services of voluntary organizations that are carrying 
on activities in the Province in the field of vocational rehabilitation of disabled persons.” 

3 The Royal Commission on Government Organization, Services for the Public, Vol. 3, 
Ottawa: Queen’s Printer, 1962, p. 212. 

4Ibid., The Organization of the Government of Canada, Vol. 5, Ottawa: Queen’s 
Printer, 1963, pp. 89-90. iy 

5 Established similarly to the Canadian Pension Commission or other Commissions 
or Boards of the Federal Government. 
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psychiatric disorders and mental retardation. The corresponding organization 
at the provincial and local level may follow similar patterns, integrated with 
the organization of health services outlined in this and the previous chapter. 


The Commission recommends: 


230. That the Vocational Rehabilitation of Disabled Persons Act, 1961, 
be amended by removal of its restriction to vocational rehabilitation 
and that the terms “disabled person” and “vocational rehabilitation” 
be revised and redefined accordingly. 

231. That a new rehabilitation agency of the Federal Government be estab- 
lished, with representation from the Federal Department of Health, the 
Department of Welfare, the Department of Labour, the Department 
of Veterans Affairs, and the Unemployment Insurance Commission 
reporting to Parliament through the Minister of Labour. 

232. That the National Advisory Council on the Rehabilitation of Disabled 
Persons, with representation from the federal departments concerned, 
provincial governments, voluntary agencies, medical professions, uni- 
versities, and employer and employee organizations, act in advisory 
capacity to the new rehabilitation agency. 


CO-ORDINATION AND HEALTH SERVICES 
ADMINISTRATION 


We support the pattern of a multiplicity of health services found in 
many of our communities today but we recognize that a deliberate effort 
at co-ordination is needed in order to make such services as effective as 
possible. 

The appointment of this Royal Commission provided for the first time 
an opportunity for a review by one agency of all aspects of all health services 
in Canada. In our Report we make it quite clear that we cannot offer solutions 
to all problems nor will all the solutions which we recommend be applicable 
indefinitely. On many occasions we emphasize that we can only establish 
benchmarks which, because of the many dynamic factors in the health field, 
will need continuing study to bring our observations up to date and to 
adjust them in the light of changing trends. We have, however, come to the 
conclusion that in order to make the best possible health services available 
to all Canadians we must abandon the haphazard and piecemeal approach 
of the past. 

The recommended provincial Health Services Programmes, once fully 
implemented, are each an indivisible entity. This is reflected in the recom- 
mendations for the integrated planning and direction of all health services. 
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As we have indicated, at the local level the auspices under which the many 
health services operate are shared among free self-governing professions, 
voluntary private and semi-public agencies, and local governments. 

What we wish to present is a broad outline of possible forms that co- 
ordination can take but which can be adapted with due allowances made for 
regional variations and established institutional and professional working 
relationships. 

To set as an objective the co-operation of a variety of agencies is 
difficult but by no means unrealistic. Voluntary health organizations have 
been co-ordinating their efforts to an increasing extent. If, so far, these have 
been sporadic efforts, they illustrate the need as well as the readiness of the 
agencies concerned for greater co-ordination and co-operation. There is 
no reason to assume that co-ordination would not be effective on the larger 
scale which has become necessary. It must work if we are to retain the 
present basic structure and yet have effective health services. 

Although it is vital for good health care that services be co-ordinated 
in view of the varied conditions and patterns for providing health services in 
the provinces, it is not possible or desirable to specify in detail how such 
co-ordination should be carried out. What the patient and the physician need 
are the ancillary services that make medical care outside the hospital setting 
effective. What is vital is that such ancillary services are made available and 
that the information as to how they can be obtained is made known to physi- 
cians and others who require them. This type of development already exists 
in a number of home care and rehabilitation programmes although these are 
limited to a relatively few areas.1 What is required is that it be extended to 
all areas of Canada and that physicians, hospitals, public health authorities 
and voluntary agencies everywhere participate in the development of co- 
ordinated programmes. The physician benefits in that he would have ready 
access to a wider variety of ancillary services for out-of-hospital patients 
than he otherwise could obtain. The patient benefits from access to services 
that enable him to regain health. The community benefits from the more 
effective use of scarce resources, both physical and human. 

While we have neither specified who should be responsible for organ- 
izing out-of-hospital programmes nor stated who should be responsible for 
the provision of information about the services available to patients and 
physicians, we envisage two organizations as sharing the responsibility for 
seeing that the job is done; these are the provincial Health Services Com- 
missions and Health Planning Councils. 

The Regional Health Services Co-ordinator, acting on behalf of the 
provincial Health Services Commission, is crucially placed to ascertain the 
gaps in the needs of the community and where co-ordination is required. 


1 See Volume I, Chapter 2, Recommendations 116 to 123, pp. 61 and 62. 
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The regional or local Health Planning Council similarly will be aware of the 
needs and wishes of health professionals, local governments and voluntary 
agencies and will be in a position to formulate plans and make recommenda- 
tions relating to the manner in which co-ordination should be achieved. 
Together, they may recommend that the co-ordination be the responsibility 
of the regional or local public health authorities, a particular voluntary agency, 
a major hospital, or another organization, but they must ensure that the 
task is done.1 The leadership and the planning, however, would come from 
the community through the participation of all interested parties in the making 
of decisions.2 The physician, and through the physician the patient, would 
have access to those services without which good health care out of hospital 
cannot be achieved. 

This means the emergence of a new type of health personnel, namely 
the health services administrator. The qualifications required for this role will 
depend largely on the scope of the task the individual is expected to perform. 
In many of the existing home care programmes the co-ordinator or admin- 
istrator comes from the visiting nursing service because of familiarity 
with other community services, with general conditions in the community, 
and with the particular problems of home care patients. This has worked 
out very satisfactorily. For administering the more complex systems for large 
populations, however, formal training in the administration of health services 
will be required. While small communities may be well served by a person 
who has been working in the field and gained experience, the knowledge and 
ability necessary in more complex situations can be better acquired by the 
formal training—undergraduate and post-graduate—increasingly made avail- 
able at universities. 


The Commission recommends: 


233. That the Health Professions University Grant be available for the 
establishment of undergraduate and post-graduate courses in health 
services administration at selected Canadian universities. 


234. That, as part of a seven-year crash programme, special Professional 
Training Grants of $3,500 per year be made available to graduate 
students proceeding to a higher degree in such courses. 


1The Health Services Regional Co-ordinator might well be the secretary of the regional 
or municipal Health Planning Council. 

2In planning health services for the aged the Canadian Medical Association suggests 
that “The leadership and responsibility for planning programs for the aged should emanate 
from the community through meetings of all interested agencies including the medical 
profession. A central committee representing various interested groups is possibly the best 
method of establishing community programs. The Provincial Government should be repre- 
sented on these committees as it is in a position to stimulate action for the development of 
facilities and to provide financial assistance where necessary.” Canadian Medical Association, 
Health and Institutional Care Aspects of Aging, a submission to the Senate Committee on 
Aging, Ottawa, November 5, 1964. 
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Regional or Municipal Organization 


Two points emerge from the foregoing discussion: (1) the proposed 
co-ordinating organization should evolve from already existing or emerging 
patterns through the systematic application of tried and accepted forms of 
organization rather than the imposition of a new administrative machinery; 
and (2) the basic model should be adapted to local conditions and require- 
ments taking into account the existing basic administrative organizations. 
Flexibility will be the watchword. 

It follows that the area to be considered as a community or region 
for the purposes of the health services organization cannot be uniformly 
defined and delineated. It may consist of an existing metropolitan area, health 
unit or region, a region identified as such for purposes of hospital planning, 
groups of municipalities or counties, or an area whose boundaries have been 
determined by a study of utilization patterns. 


The implementation of the programme will result in two agencies at 
the regional or municipal level: (1) the regional and/or municipal Depart- 
ment of Health, and (2) the regional and/or municipal Health Planning 
Council. 


The regional and/or municipal Department of Health will provide 
the organizational basis for home care and rehabilitation programmes if 
these are not provided elsewhere. It will maintain liaison with the provincial 
Department of Health, the provincial Health Planning Council and with 
other organizations concerned with the provision and organization of services 
associated with rehabilitation and home care. It will co-operate with the 
Health Services Regional Co-ordinator and the regional and/or municipal 
Health Planning Councils in the planning for health services for the benefit 
of the physician and the patient. 


The regional and/or municipal Health Planning Council will make 
recommendations to the provincial Health Planning Council for programme 
development and the improvement of health services in the local or regional 
area. It will also make recommendations regarding the regional needs for 
personnel, facilities and organization, and the activities of voluntary and 
government health organizations. It will appoint an executive secretary to 
work with the health officers of regional and local health departments and 
the Health Services Regional Co-ordinator in the establishment of regional 
or local health plans. 


It is inherent in the principles laid down in the Health Charter for 
Canadians, and in our concept of the proposed organizations and councils 
that the fact of their establishment alone will not alter the existing distribu- 
tion of functions and responsibilities between the professions, voluntary 
organizations, and governments. Nor should they necessarily serve to main- 
tain the status quo. As in the past, any changes in the present role of the 
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respective agencies will come about as the result of the continuing evolution 
in our health services and social institutions. The only difference will be that 
the haphazard, sometimes inadequate and sometimes wasteful development 
of the past will be replaced by a careful assessment of current and future 
needs, followed by appropriately planned expansion of the services required. 


CONCLUSION 


Volume I of our Report dealt with the basic concept of the recom- 
mended Health Services Programmes, their financial structure, and questions 
concerning the resources necessary for the orderly development of their 
component parts. In the previous chapter, we discussed the administrative 
implications at the federal and provincial levels, which would ensure that 
the various programmes develop into the comprehensive system that alone 
can bring to all Canadians the best possible health care. In the subsequent 
chapter, we will discuss the special problems of health services in the 
sparsely settled areas of our country, particularly the northland. In this 
chapter, we have dealt with the problem of how to co-ordinate into an 
effective whole the multiple services now existing in many of our com- 
munities and how to develop the best possible services under varying 
circumstances applicable to different areas and localities. 

Where there is a multiplicity of services and agencies, there is a 
need for co-ordination. Tracing the development of Canada’s health services, 
it becomes clear that the present situation is the result of the growing frag- 
mentation of the vast body of scientific knowledge as well as of the social 
and political patterns. These factors together with changing health problems 
brought about new services, new disciplines and a transformation in such 
basic components of the health services as medical practice and hospital 
services. In this situation, the need for some form of synthesis of the prolif- 
erated component parts has been felt for some time by those who have 
to work with them. As a result new patterns have developed here and 
there, such as medical group practice, organized home care services, and 
co-ordinated rehabilitation services, all of which carry some of the seeds of 
co-ordination. The basic features of co-ordinated community services are 
there and all that is needed is their systematic application and encouragement 
instead of letting each community grope for a solution of its own problems 
without the benefit of the experience already available elsewhere. 

Together with an appreciation of the need for co-ordination, there 
has developed a growing awareness of the necessity for broader planning 
beyond the scope and needs of an individual institution or even community. 
Regional hospital planning, as we have pointed out, has become accepted 
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as the only logical way by which to provide hospital services of high quality, 
and provide them efficiently. 

Though the pattern of medical practice has been undergoing great 
changes, the physician nevertheless remains the pivotal point of the various 
types of health services now available. In a world of specialists, it has become 
imperative to review and redefine the role of the general practitioner. The 
details of such a re-assessment of the respective functions of medical practi- 
tioners, as well as of the education preparing them for their role, must be 
left to the proper academic and professional agencies, but there is, no doubt, 
an urgent need for action in this field. 

In recommending health planning councils and outlining the roles of 
the health services regional co-ordinators and health services agencies, we 
have developed models which we consider to be workable and effective in 
typical situations. Their exact composition and scope, jurisdictional and 
geographical, however, must be flexible and will vary with local needs and 
resources. There are bound to be differences between the outports of 
Newfoundland and the outlying communities of the Prairie Provinces, or 
between the large metropolitan centres and the vast empty spaces of the 
North. 

A multiplicity of agencies and auspices in local health services is 
part of Canada’s social and constitutional fabric. Variety, in a country as 
vast and heterogeneous as ours, is not only necessary but also beneficial 
because of the varied experiences to be gained, and the assessment of the 
best results achieved with given resources and individual and community 
initiative. But it can be advantageous to Canadians only to the extent that 
it results from carefully examined needs and thorough planning in all its 
ramifications and implications. This is what the proposed organization is 
intended to accomplish for the benefit of all Canadians in every part of this 
country. 
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Health Services in the North 


THE MEANING OF THE NORTH 


“Returning to the thin southern strip of Canada where most of us 

live, we are sadly aware of the fact that our country cannot achieve its 

full destiny as long as its unique but distant parts remain unknown and 

undeveloped.” 
These are the words of a traveller to the North on his return. The dis- 
tinguished traveller was Canada’s Governor General, General Georges 
Vanier.1 His predecessor, Vincent Massey, the first Governor General ever 
to visit the North and also a great Canadian, came back from that historic 
visit with this observation: 


“Like every other part of this great country, at first sight mysteri- 

ous and even forbidding, it is now revealing itself as a land where it 

needs only energy, determination and ingenuity to build large and thriving 

communities.” 
It is perhaps because few Canadians have shared the experience of travelling 
in those remote parts, that they have only reluctantly, patronizingly and in a 
very detached fashion accepted the North as part of their country and the 
native people as their fellow citizens. 

Canadians must accept the North: it is part of their country, for better 
or for worse, but all the evidence is that it will be for the better. Should 
Canadians accept it grudgingly as a liability, or does the northland hold 
some promise that, besides just being there, it will some day return the 
investment and contribute to Canada’s progress and wealth? 

A Prime Minister has answered that question with a challenging and 
emphatic yes: 

“Canada’s northland is a vast safety deposit box of minerals that 
represent the title-deeds to freedom’s survival. The great northland is no 


1 Vanier, The Right Honourable Georges, in Foreword to The Unbelievable Land, ed. 
Smith, I. N., Ottawa: Queen’s Printer, 1964, p. vii. 

2 Massey, The Right Honourable Vincent, Speaking of Canada, Toronto: The Macmillan 
Company of Canada Ltd., 1959, p. 14. 
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longer a forbidding waste . . . As the world enters an age in which 
science will dwarf the achievements of the past, the northern storehouse 
of Canada must be rendered accessible and available.’ 


In many ways, the North has already contributed. It has provided a vast 
proving ground for scientists; it contains strategic defence positions; it has 
enriched the arts by the work of the artists living there as well as by inspiring 
those coming from the South to seek its mysteries. Apart from these abstract 
though no less real values, the North, step by step, has been yielding returns 
to the far-sighted businessman and those who have studied and know the 
northland are far from seeing it as a sterile appendage only to the productive 
southern part of the country. It has been stated in fact: 
“There are, it is true, some millions of acres of arable land in the 
Yukon and the Mackenzie Valley and, while it may come as a surprise 
to many, on much of that land crops of grain and vegetables can and 
undoubtedly will be successfully grown. There are also extensive areas of 
commercially valuable forest far, far north of any regions that we have 
thought about in the past as being important sources of timber and timber 
products. These are even now beginning to be used, and most of them 
will probably one day have value. There are also commercial fisheries, 
some in existence, others that can be developed, which will be worth 
several millions of dollars each year. However, when all these surface 
resources have been developed to their fullest degree—as developed they 
almost certainly will be—they will still be far over-shadowed by the 
growth that will be based on the resources that lie below the surface. 


The main economic possibilities of the Yukon and of the Northwest 
Territories lie in the domain of minerals”.2 


Exploration of these resources has been greatly facilitated by the 
airplane which provided the chief means of opening up the North. Tele- 
communication is following and gains are consolidated cautiously on the 
ground here and there by roads and railways pushing farther north. 

Canada officially assumed the title and ownership of all British posses- 
sions to the north of what was then Canada by Imperial Order in Council 
of 1880. For such title and possession to be recognized internationally, 
however, neither discovery, nor propinquity, nor any unilateral proclamation 
suffice. ““To receive international recognition possession demands the accept- 
ance of two responsibilities, continuing interest in the territory, and a concern 
for the welfare of its inhabitants.”* There should be no doubt that both 
conditions are met in regard to Canada’s North. 

But the area discussed in this chapter is by no means clearly defined 
nor is it homogenous. Because health services are part of the administrative 
organization, the line is conveniently drawn between the provinces generally 


1 Diefenbaker, The Right Honourable John G., address delivered before the Toronto 
Board of Trade, February 4, 1957. 

2Jenness, D., Eskimo Administration: II, Canada, The Arctic Institute of North 
America, Technical Paper No. 14, 1964, p. 17. 

3 Robertson, R. G., “The Long Gaze” in The Unbelievable Land, ed. Smith, I. N., 
Ottawa: Queen’s Printer, 1964, p. 133. 
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to the South, and the Yukon and the Northwest Territories to the North. 
Geographic factors, however, do not exactly coincide with administrative and 
jurisdictional boundaries. If this chapter is devoted to the sparsely populated 
areas of the North, it must be understood that some of our remarks will be 
applicable also to certain northern areas in the provinces. 

Nor are the Territories themselves homogenous in regard to their 
health needs and resources: the Yukon, for instance, is approaching more 
closely provincial patterns and, as railroads and roads open up new areas 
in the Northwest Territories, some communities there have begun to develop 
similarly to their southerly counterparts. The Mackenzie District is being 
settled and becoming accessible faster than the remaining part of the North- 
west Territories, while elsewhere in the Territories we still encounter small 
nomadic population groups as well as permanent settlements. Some of these 
have a sound economic basis, others have come about just by people 
gathering from surrounding areas, still waiting to bridge the gap between the 
traditional life and the new. Because of this variety of conditions and circum- 
stances, our observations are bound to contain generalizations which may 
not, or not to the same degree, be applicable to all parts of the North. 

The main problems, however, are common, though in varying de- 
grees, to the entire area. They are: small populations widely scattered over a 
large territory, harsh climate, lack of communications and transportation, 
lagging social and community services, all closely related to problems of 
economic development in this area. 

To grasp fully the problems and the challenge of the North, one has 
to wing over hundreds and hundreds of miles looking down on nothing but 
barren tundra with no sign whatever of human habitation and no trace of 
human activity. Statistics alone cannot quite convey this impression but the 
figures of population density serve as a good illustration. In 1964," the 
population density was as follows: 


UNE, See en ee eons 0.08 people per square mile” 
Northwest Territories ............ O22 as ” ” ” 
vests OF Canada ox..u cee ee 8.3 4) ” ” ” 


Thus, the population density in the Yukon is about one-hundredth, 
that in the Northwest Territories about one-four-hundredth, of that in the 
area covered by the provinces. Looking at it the other way, there are over 50 
square miles of area per person in the Northwest Territories, about 13 in the 
Yukon, and only about one-tenth (0.12) of a square mile per person in the 
rest of Canada, and even this is only thinly populated in comparison with 
other parts of the world. 


1 Based on population estimates as of October 1, 1964. , 
2 Including land and fresh water area because the latter also has a bearing on distances 


and communications. 
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While cities like Toronto or Vancouver are usually frost-free from 
early in April or May until October or early November,! some parts of the 
Arctic have no appreciable period free from frost and others have only a 
brief period of six or eight weeks. 

These circumstances, together with the absence of the means of ground 
transportation on roads and rails, which are familiar in the South, clearly 
indicate that the planning of any community services in the North must be 
based on considerations essentially different from those that apply in the 
rest of Canada. It is for this reason that we review the health services in 
the North separately from those with which we have dealt in most of the 
preceding parts of our Report. 

The North presents a particular problem and the necessary action 
must be geared to this particular need. In the settled areas of Canada our 
concern has mainly been with ensuring that all have access to services which 
already exist and which are to be developed in accordance with our recom- 
mendations: but, basically, the services are there and the need is for their 
development, organization, and financing. The problem of the North, however, 
is the bringing into existence a viable system of health services. 

The programmes we have discussed and the recommendations we 
have made in the preceding parts of our Report deal with the health services 
in the provinces, an area containing 99.8 per cent of Canada’s population. 
But there remains an area comprising four-tenths of the total area of Canada, 
about 14 million square miles, lying outside the provinces. There are about 
40,000 people in this area—about one-fifth of one per cent of Canada’s 
population. This numerically small group, the population of the Northwest 
Territories and the Yukon, is characterized, however, by circumstances vastly 
different from those encountered in the provinces. 

Health services for those people and the area they inhabit must 
become part and parcel of Canada’s future health services. Our task is 
completed only when we have recommended such measures as we believe 
will ensure that the best possible health care is available to all Canadians. 
Accordingly, the Health Charter for Canadians® provides for a universal 
programme, which means that “adequate health services shall be available 
to all Canadians wherever they reside and whatever their financial resources 
may be.” 

We had to accept the fact that in a country as wide and varied as 
Canada, the nature of services provided will have to vary between regions 
and that the meanings of what constitutes “the best possible health care” 


* Victoria from the end of February until early December. 
? Dominion Bureau of Statistics, op. cit., pp. 53-55. 
3 See Volume I, Chapter 1, p. 11. 
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will have to be interpreted in the light of prevailing conditions. We have, 
therefore, recognized that geographic factors will impose certain limitations.* 

We recognize that such limitations exist even within the provinces 
and also that general living conditions vary. We have, therefore, emphasized 
the need for flexibility in the proposed organization of health services and 
its adaptation to regional and local needs. We are also aware that poverty and 
slowness of community development are not limited to the North. It is 
in the Territories, however, that these phenomena, compounded by the 
harsh climate, largely determine the general needs of wide areas, thus de- 
manding a special approach on a large scale rather than remedial action in 
certain limited local areas. 


HEALTH PROBLEMS 


In discussing in Volume I the particular health problems of the 
North, we have referred to the inhuman living conditions we found in some 
settlements.2 Those conditions are not common to all parts of the Territories 
but they are sufficiently widespread to cause alarm and demand quick and 
determined action. The contrast between the primitive conditions of those 
vegetating in tents and snowhouses with those of officials living in houses 
providing most of the comforts we know in the South, only serves to 
accentuate the plight of the former group. We must assume that Canadians 
have been only dimly aware of these circumstances, which would not be 
tolerated anywhere else. Even in the more bearable climate of the South, 
no one would be allowed to even spend one night, let alone a whole winter, 
or a lifetime under such degrading conditions. 

That these conditions are still fairly general and not isolated instances, 
can be deduced from the health indicators which reflect the social rather than 
the medical problems. We have demonstrated this? by presenting certain vital 
statistics, and particularly referring to the distressingly high rate of infant 
mortality, that is, of children in their first year. The danger does not end 
when the children reach their first birthday; on the contrary, while infant mor- 
tality in the Northwest Territories is about four times as high as in Canada as 
a whole, mortality among children aged 1 to 4 is about eight times as high.® 

These are health problems created by the conditions under which a 
substantial part of the population live. It should be noted that the figures 


1 Tbid. 

2 Tbid., Chapter 5, p. 224. 

*Tbid.. p. 223. 

*Tbid., Dp: 134. 

5 The rate for the Northwest Territories in 1963 was 8.2 compared with the Canadian 
rate of 1.1 (data supplied by the Dominion Bureau of Statistics). 
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quoted are already the result of some improvement during recent years. 
Both the age-adjusted death rate and the infant mortality rate have been 
declining as shown for the Northwest Territories:? 


1959 1960 1961 1962 1963 
Age-adjusted death rate................ 14.8 14.9 14.6 132 11.9 
Iinfantmortality tates. 129.3 144.4 111.0 119.9 104.2 


However, the wide spread still existing between the rates in the Territories 
and the Canadian rates indicates that these health problems cannot be 
resolved without a substantial amelioration of general living conditions. 

But the health problems created by poor living standards are not 
the only ones peculiar to the North. There are, in addition, the problems 
arising out of the need for adjustment to new conditions. Those native to 
the North have to change traditional ways to adjust to new patterns, while 
those coming from the South have to adapt to the climatic and social environ- 
ment of the North. 

Common to both groups, and to all residents of the North, whether 
they be there permanently or only for a short duration, is the problem of 
obtaining adequate service in emergencies. Such emergencies may affect an 
entire community, in the case of an epidemic for instance, or the individual 
and his family as in the case of sudden illness or serious accident. The 
possibility of something like that happening may, in fact, deter people 
from accepting assignments in the North. One needs to think only of being 
there with a persistent toothache without ready access to a dentist. 

These exigencies, of course, will not be eliminated for some time to 
come even with the most adequate services, and they will continue to be a 
case of the limitations imposed by geographic factors referred to earlier. 
But these risks can be substantially reduced by the implementation of our 
recommendations. 


HEALTH SERVICES NEEDED 


To meet the health needs of the North, it is necessary first to secure 
the required personnel, equipment and facilities; and second, to make these 
resources physically available when and where they are needed. 

Visiting the health installations in the North one cannot help being 
impressed by the high calibre of the personnel and their inspiring sense of 


+Dominion Bureau of Statistics, Annual Reports of Vital Statistics, Ottawa: Queen’s 
Printer. 
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service. The problem is that there are not enough and that those who are 
there do not get enough inducement to stay for a reasonable length of time. 

Even from the very brief and sketchy picture we have given here, 
it will be obvious that certainly for many years to come we cannot expect 
patterns of professional practice as they prevail in the South of Canada to 
be established in the North. Private professional practice, for instance, will 
remain the exception rather than the rule, limited to a few larger and eco- 
nomically well established settlements. 

The type, size and distribution of institutional facilities will have to 
be based on criteria peculiar to the needs of the region. While in the well 
organized parts of the country the hospitals, health centres, and other facili- 
ties can be built without much difficulty, wherever indicated by planning in 
terms of the population served, the North imposes considerations of logistics 
concerning both the erection and operation of these facilities. The regional 
planning we have recommended for the Health Services Programmes in the 
provinces, assumes a different dimension the farther north one moves from 
the few-hundred miles wide belt where most of Canada’s population is con- 
centrated. The location of the bases for health services must be selected from 
only a very limited number of suitable sites, whereby one always has to 
reckon with the possibility that the suitability of a certain centre may 
change at short notice with changing population patterns. The greater depend- 
ency of northern health services on the means of transportation and communi- 
cation also will make them more subject to obsolescence due to technical 
advances in these fields. Obsolescence, however, is not confined to health 
facilities: our society has accepted paying a high price for it; when a faster 
airplane appears on the market, a whole fleet of old but serviceable ones may 
be discarded. While only one or two decades ago Canadians pointed with pride 
to the many small communities that could boast their own small hospital, and 
while these hospitals served a real need at the time, many are no longer 
necessary nor desirable today. In planning for the North, we must accept 
the risk of perhaps faster obsolescence of some of the equipment and facilities. 
This stresses the need not only for careful planning but for speedy implemen- 
tation of plans so that the most effective use can be made of health resources. 

Although the principles and objectives we have formulated for the 
recommended Health Services Programmes should also be made the ultimate 
aim in the North and the programmes should be extended into areas where 
the general community development warrants it, for a vast area the northern 
health services must have regard to: 


(a) the problems of distance, climate, small and scattered populations 
and the difficulties of transportation and communication; 

(b) the difficulty in attracting and retaining in the service qualified 
personnel willing to serve in the North. 
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With the exception of the few areas in the Yukon and the western 
part of the Northwest Territories where urban centres have developed, con- 
ditions of the North generally have the following results: they preclude the 
methods of private professional practice; they require different standards of 
design and bed-population ratios for hospitals; different criteria for an 
adequate establishment of personnel; and also different types of personnel 
such as the midwife and the lay dispenser. 

To overcome these problems constitutes a formidable task. They must 
be faced, however, because the situation in the North cries out for a solution. 
The problems have been studied for many years by eminent experts in the 
numerous fields of anthropology, sociology, medicine, engineering, economics, 
education and many others. Solutions are being attempted here and there, 
and possibly could succeed some day on a broad scale—if we are content 
to wait until new generations of the people achieve higher standards of 
education, until sound economic development covers the arctic regions, and 
until gradually, step by step, community services are established. But can 
and should we wait that long? Our answer is: We must plan now and act as 
soon as possible. 

We have described the basic problem as one of supplying the necessary 
resources and then of bringing them within the reach of those who need them. 

The Northern Health Service of the Department of National Health 
and Welfare is the agency responsible for the health services in the Terri- 
tories, comparable in some respects—but not all—to a provincial health 
department. The Northern Health Service has prepared five-year plans for 
the development of health services in the Yukon and the Northwest Terri- 
tories respectively, for the period 1962 to 1967.1 These plans are being 
implemented and they should receive all necessary support. The Service 
must also be given the resources necessary for the continued planning, periodic 
review and adaptation of existing plans to new situations, and the imple- 
mentation of these plans. The principles of regional planning for the strategic 
location of more elaborate installations such as hospitals will have to be 
observed whereby the criteria such as bed-population ratios will have to be 
adjusted to the needs of sparsely populated areas covering great distances. 


Organized Flying Health Service Circuits 


In a document? prepared at the request of this Commission, the 
Northern Health Service outlined an imaginative plan for organized flying 
health service circuits. It would bring regular visits several times a year, by 
health personnel to the scattered communities of the Yukon and the North- 
west Territories. The following map shows these circuits: 


1 See Volume I, Chapter 8, footnote 7, p. 337. 
* Northern Health Service, Health Services for Small Population Groups in Outlying 
Areas of Northern Canada, mimeographed, Ottawa, 1963. 


HEALTH SERVICES 


Nortnwest Territories 


Asp Yuxow Teeritory 
FLYING HEALTH SERVICE ciRcUITS 
rai av 


Department of National Health and Welfare, Northern Health 
Services, Health Services for Small Population Greupa in Outlying 
Areat of Northern Cenedo, a report prepared for the Royal 
Commission on He lh Services, April 1963. 


Back River | c5,/ 


Hearth Facurry 


Hosrrvac a 
Nogeine Sranion e 
Heath Contec C 
Heatty Station a 


Heatra Distarer ————— 


. ce 
>. i 
s ee’ 
5* é 
| 
7 ps 
deers. 7 
ri a 
| Th, : ¥ oo 7 q i 
a lag cp ie — eae oe ‘ iy nale , ae 
' wey ¢ Ss id a | ly Lan ‘©. 
y ow 
: ale hang rae hag $ 
we 4 v2 cA vee gy 
4 rd A + ae > 
“° 
i j 
p é 
an 
LY 
** 
a 
a” 4 
i. eee: 


agent | ame cae 
ye —— 


als bias al 


: : le "<,, A ad als a ee 


ao 
{ é he aera” ae, wee roel 
} ra « /; rere we ald 

e tha 7 eFasth en |, 


ie i a Ee ae © 


HEALTH SERVICES IN THE NORTH 269 


We recommend the implementation by 1967 of this plan which would 
ensure the greatest possible effectiveness of health personnel, and which 
would greatly strengthen the preventive services by regular health supervision 
and early detection of problems before they are allowed to develop into 
serious and costly emergencies. Aircraft and personnel at suitable base points 
for each circuit should be subsidized by the Northern Health Service so that 
they would be available on a stand-by basis while also serving other agencies. 
To ensure year-round service, landing strips should be prepared at all 
locations to be served by the circuits, and where feasible the use of heli- 
copters or other aircraft requiring short landing strips should be considered. 


Other Services 


Among the health services provided in the eastern Arctic are the 
regular annual visits by health teams on the C.C.G.S. C.D. Howe of the 
Department of Transport. 

There is a great need for the sake of the resident population as well 
as for the health personnel stationed in the North to have regular periodic 
visits by a specialist' both for consultation in specific cases and for more 
general seminar sessions for groups of personnel brought together for this 
purpose from the area. 

Regular visits by a dentist and dental auxiliary personnel must also be 
ensured. 

Both resident personnel and the transportation by the flying health 
service circuits can be fully effective only with the aid of an adequate 
system of telecommunications. Telephone and radio communications have 
been expanded in recent years but not sufficiently to provide all nursing 
stations and lay dispensers with a round-the-clock communication with a 
centre having a resident physician where they could obtain advice or summon 
help. Such 24-hour service should be provided to all personnel who may 
have to contact an outside centre at any hour of the day or night.* 

It will be essential for the means of transportation and communication 
to be planned and provided in such a way that they can be used not only 
by the health services but also by other agencies. This is one important area 
where the co-ordination we recommend generally is absolutely necessary if 
all services are to be planned and operated efficiently. 

Of great importance in the smaller settlements is the lay dispenser 
and the depots of medical supplies suitably stocked.’ Lay dispensers have 
provided invaluable services in localities where professional personnel could 
not be maintained. We have emphasized the need for and the benefits of con- 
tinued education for health personnel and this applies particularly to the 


1 Particularly in orthopaedics, ophthalmology, psychiatry, paediatrics, internal medicine. 
2See Volume I, Chapter 2, Recommendation 36, p. 34. 
8 Ibid. 
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lay dispenser. Annual refresher courses and the manual designed and to be 
distributed by the Northern Health Service will greatly enhance the dis- 
penser’s effectiveness. 

For the still more isolated individuals and small groups the Service 
has developed the “Eskimo Family Medical Pack”, whose wide distribution 
to all in need of it we recommend. 

A matter of particular concern in the North is the transportation of 
patients to and from a centre where necessary diagnostic or treatment pro- 
cedures can be applied. We recommend that ambulance services, and in 
isolated areas, air ambulance services be provided as under the Health 
Services Programmes.’ It may, however, be necessary for patients to travel 
to a distant centre although there is no need for an emergency ambulance 
service. To equalize in such cases the situation of the northern residents with 
those in the South, we recommend that transportation costs to the nearest 
centre in the South be considered part of the Medical Services Benefit.2 

Conditions of the North create medical and service problems peculiar 
to this area and different from the problems in the South. We recommend, 
therefore, that the Health Sciences Research Council appropriate funds for 
applied research in the North, including studies of the effect on health of 
habits (such as nutrition) and living conditions. 


Supply of Personnel 


As an objective and part of general policy we believe that education 
and training in the health professions and occupations should be given to 
the permanent residents of the North.? Promising beginnings have been made 
with the training of local residents as sanitation workers and nursing assistants. 
This should become an essential part of personnel policy in the North and 
be extended so as to offer residents education and training in all health 
fields either in regional centres in the North or in established schools in the 
South. There should be no compulsion for these trainees to practise in the 
North but these people are better suited and in general probably more 


* Ibid., Recommendation 30(n), p. 33, and Recommendation 36, p. 34. 

2 Ibid., Recommendation 30, p. 32. 

*What D. Jenness proposes in regard to navigation, applies to a large extent also 
to other services in the North: “Denmark has trained some of its 30,000 Greenlanders, first 
cousins of our Eskimos, to handle all the traffic along the coasts of their large island. Would 
it not pay us to follow the same policy in the Northwest Territories—to train our Eskimos, 
who are familiar from childhood with the arctic environment, to man and navigate not only 
the coastal motor-schooners that a few of them already operate, but the large ice-breaking 
ships and cargo vessels that now ply our northern waters? The leaders of our Eskimos half 
a century ago left no successors. They raised up no Winston Churchill to take up a micro- 
phone and call to Canadians from coast to coast: ‘Give us the education and the training, 
give us the opportunity to work, and we, in partnership with you, will build up a new Arctic.’ ” 
Jenness, D., Eskimo Administration: II, Canada, Arctic Institute of North America, Technical 
Papers No. 14, 1964, p. 178. 
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inclined to such a career in the North than are the more transient personnel 
from the South. 

For the latter, conditions should be such as to retain them for at 
least three to five years; longer if possible. To achieve this, great care must 
_be taken in the selection of personnel in regard to their personal suita- 
bility. In order to be able to select, however, one must attract a sufficient 
number of applicants. This can be done only by a realistic personnel policy, 
taking into account the disadvantages apparent to the candidate and his 
personal aspirations. These are matters of unaccustomed climate and living 
conditions, but also certain hardships created by the separation from rela- 
tives and education facilities. Children attending schools or universities also 
must receive consideration. All these matters resemble very largely the 
problems faced by international civil servants and we suggest that United 
Nations personnel policies be taken as a model in evolving policies regarding 
pay, allowances, leave, and travel provisions, and other exigencies peculiar 
to this type of employment. 

This may in some cases have to include benefits in kind such as 
housing which, even in the South, are used to attract medical personnel into 
outlying areas. On the other hand, some people will prefer to build and 
arrange houses to their own taste and need. Housing allowances could 
compensate for the cost differential. 

In the recruitment of personnel one should also appeal to the en- 
thusiasm and idealism of those, particularly among the students and young 
graduates, who wish to apply their knowledge and skill in places where it 
is most needed. 

We have suggested in Volume I of our Report! that a study be made 
by the Health Sciences Research Council of the feasibility of organizing a 
medical school, probably at Memorial University in St. John’s, Newfound- 
land, to graduate physicians specially trained in the exigencies of frontier 
medicine. We have made particular reference to the role of such a school 
in the training of professional personnel from emerging nations and we have 
likened its function to that of St. Francis Xavier University at Antigonish, 
Nova Scotia, in regard to the co-operative movement. As in the latter field, 
there are frontiers in the fields of health and other community services in 
Canada. The sparsely settled areas of the provinces and the Territories are 
areas where we have yet to pioneer with better services, and personnel 
educated and trained at a school such as we envisage for Memorial University 
will be needed there. The facilities of this medical school could be extended to 
serve also in the training of other personnel, for instance public health nurses 
for service in the North, and it could also provide short courses or refresher 


1 See Volume I, Chapter 2, p. 70. 
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courses for lay dispensers and certain categories of auxiliary personnel who 
may be called upon to render health services in isolated areas. 

The northland, furthermore, provides good opportunities for the field 
work in connection with the school for those who want to practise frontier 
medicine either in Canada or elsewhere. To use it in this way would have 
the added advantage of familiarizing medical or nursing students with the 
challenge and the problems of the North thus enticing some to practise there 
and perhaps make others realize that they could not stand up to it though 
they might have planned to start their career in the North. 

When such field work is undertaken in the course of the curriculum, 
the transportation costs to and from the station in the North should be paid 
from the Professional Training Grant. 


INTEGRATION OF PLANNING AND SERVICES 


We have stated that the outstanding health problems of the North 
are those closely related to the social environment. While better health serv- 
ices and perhaps certain social developments have resulted in some improve- 
ments, there is no hope that health services alone can drastically reduce the 
mortality among infants and children, the morbidity from respiratory ailments 
and tuberculosis, and bring to the people of the North a longer, healthier, and 
happier life. This can only be achieved by a simultaneous attack on all 
fronts against disease, poverty, and the problems in the wake of uprooted 
traditions and adjustments to new social patterns. 

The eventual solution must result in employment opportunities for the 
people of the North if the region is to become more than merely a base 
for weather stations, scientific outposts, or defence installations manned by 
personnel on a temporary basis. The prospects for economic development 
appear to be good; certainly hopeful beginnings have been made. But 
this offers no immediate or short-term solutions. It may be ten or twenty 
years, or a generation or two before substantial inroads will be made into 
the economic dependency of the Territories, and this only if the development 
is thoroughly planned and if it includes the education and training of the local 
labour force. 

But what until then? Are we going to allow babies and children to 
die at an appalling rate, and their parents to live out their lives and die in 
the misery they are in now? Will those we saw in tents and snowhouses 
still be there next winter and the winter after? Are we going to continue to 
bring out the tuberculous, arrest their disease, and send them back again 
into the environment where they first contracted the disease? Will we 
continue bringing children to excellent schools for a few years to learn the 
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ways of the South, only to send them back into filth and poverty? Are we 
going to continue experimenting with educating people to a wage and money 
economy, only to send them back to their old ways a few years later? 

There, more than in any other part of Canada, is the indivisibility 
of health and social well-being demonstrated. Having discussed the health 
problems and having made recommendations for the health services in 
fulfilment of our Terms of Reference, we must add that these measures to be 
successful have to be accompanied by measures securing proper housing, 
sanitation, and water supply as well as adequate livelihood. The latter should 
result from a productive activity. Where this cannot be provided now, it must 
be aimed at and prepared for while other measures are used to tide these 
people over their present in-between stage. Housing is cited time and again in 
the reports of the Northern Health Service as the main obstacle to better 
health. We are convinced that Canada can afford to provide its few thousand 
citizens in the North who are without proper housing, with accommodation 
that measures up to decent health standards. It cannot afford to leave these 
several thousands of its citizens in conditions which it rightly condemns and 
helps to ameliorate anywhere else in the world. 

This is one aspect of needed integration of planning and services in 
the various areas of community development. 

We have already referred to another dimension of a close inter- 
relationship of health and other services, namely in the area of transportation 
and communication. The envisaged system of air circuits and the 24-hour 
telecommunication service will likely not be fully used for health service 
purposes but be available on a stand-by basis. This equipment can, therefore, 
be available to the other services with appropriate arrangements for emer- 
gencies. We look upon these not specifically as health services but as 
services for the general administration for the area with due allowance to be 
made for the needs of the health service. 

This, however, must not be permitted to delay the implementation 
of any of the health services which are planned, nor must the supply of 
houses and other community facilities be delayed. We do not hesitate to look 
upon the situation in many parts of the North as an emergency which has 
been permitted to continue for too long. 

We believe that there are no insurmountable technical difficulties and 
that the necessary material can be in readiness for the opening of the next 
shipping season. We shall deal below with the financial problems. 

What is needed, though, is closer integration of the various adminis- 
trations involved so that the planning, the actual operation, and the financing 
can be undertaken most effectively." 


1 See The Royal Commission on Government Organization, Ottawa: Queen’s Printer, 
1963, Vol. 4, pp. 173-180, on the ‘‘Co-ordination of Federal Activities in the North’. 
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COSTS 


Most of the recommendations presented at the end of this chapter 
deal with the improvement of certain practices: they concern largely the 
implementation of already existing plans which will be absorbed within the 
departmental budget. It is important, however, that the Northern Health 
Service be enabled to implement the measures budgeted for within the frame- 
work of the northern administration without the risk of having its budget 
reduced in the course of adjustments within the Department of National 
Health and Welfare, the future Federal Department of Health according to 
our recommendation. 

A new service, however, would result from our recommendations for 
the flying health services circuit.1 Looking at it strictly and solely as a health 
service, we consider its cost small in relation to the benefits, including 
economic ones, to be derived from it. The annual cost of operating the plan 
is estimated at $230,000.2 The cost of treatment services for Eskimos alone 
in the fiscal year 1961-62 was approximately $3.2 million.* The cost of the 
flying services would be about the same as that of treating 35 cases of active 
tuberculosis. And it may be noted here that in an outbreak of tuberculosis, 
one small village produced within six months 80 cases of active tuberculosis,° 
leading the investigator to comment: “Needless to say I can think of better 
ways for us to spend the half million dollars in public money that this 
epidemic will cost us—ways that would have benefited these children a good 
deal more”.® It must be noted that the services provided by the Northern 
Health Service combine both the traditional public health functions of 
prevention and education, and those of treatment. The same would apply to 
the planned flying circuits of health personnel which would have the great ad- 
vantage not only of preventing certain health problems altogether but also of 
detecting and combating others before they grow to more serious proportions. 

We also refer to Recommendation 367 providing for air ambulance, 
two-way radio communication, additional nursing stations and medicine 
depots in isolated northern and other regions. Furthermore, transportation 
and communication services would serve other community and depart- 
mental needs as well as those of the health service. 


1 As described on pp. 268 and 269. 

2Composed of $130,000 travel costs and $100,000 as the cost of extra personnel 
required and their logistic support. 

8 Accordingly this does not include the expenditures for health services to Northern 
Indians and persons of “white status”, the latter being borne by the Territorial Governments 
(Northern Health Service, op. cit., pp. 6 and 7). 

“Northern Health Service, op. cit., p. 7. 

5 Moore, P. E., An Epidemic of Tuberculosis at Eskimo Point, Northwest Territories, 
Ottawa: Queen’s Printer, 1963, p. 1. 

* Tbid., p. 16. 

™See Volume I, Chapter 2, p. 34. 
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So much for the financing of the health services proper. Where we do 
expect substantial additional costs, is in the area of other community services 
which bear a direct relationship to health but which are outside the scope of 
our recommendations. Here again the departments concerned have budgeted 
for improvements and if we could be satisfied with the gradual development 
we have described, the financial aspect would be taken care of within the 
regular departmental budgets. 

We have pointed out, however, the extreme seriousness and urgency 
of the situation which demands immediate action rather than a long-term 
development. It may perhaps mean providing now, say, 2,000 houses for 
northern residents which otherwise would be provided over a number of 
years. 

This would mean paying off to these people a long overdue moral 
debt, something which may not be possible to accommodate in a depart- 
mental budget. Canada has now reached a stage in its history, approaching 
its centennial celebration, where stock is being taken of many things that 
we have left undone in the work-a-day rush to build the country and to put 
it on a sound economic foundation. We are pausing now and plan to catch 
up with some of the things we missed. They are the better things in life, 
and we are making plans now to build the art centres, museums, monuments 
which we did not stop to think about until now but which we feel we should 
have for the 100th anniversary. Now among the things we forgot, over- 
looked, or just did not get around to look after adequately, is the North and 
its people. To provide these people with proper houses would be at least as 
fitting a memorial to them as are the art centres to those of us in the South. 
Both the nature of the undertaking and the amount involved would, we feel, 
make this a worthy centennial project. It would, at once, enable the depart- 
ments concerned to carry out the urgently needed massive action and to 
provide within their regular budgets for intensified measures in other com- 
munity developments to go hand in hand with the improved housing and 
health services. 


THE NORTH IN CANADA AND ELSEWHERE 


Canada’s North presents a picture of daring adventure; of great 
personal devotion and sacrifice; of some successful economic developments; 
and, despite some mistakes and failures, of good government planning and 
many improvements in recent years. But only in recent years and, as we have 
pointed out, regular annual budgets are hardly suited to implement a 
programme of rapid development in the face of a huge backlog. Thus the 
North has largely remained neglected and underdeveloped; what is being 
done, is done half-heartedly, not being sure whether we should or should not 
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do more about it. Church and secular missions have been established in the 
North for many years; they have done some heroic things as witnessed by 
the massive hospitals and hostels they have erected beside their churches. 
Those early missionaries who went up there and others who went to ease the 
burden of the people, have our admiration. But there the matter has rested. 
Can we—economically—afford to develop the North or can we—morally— 
afford not to develop it? 

Canada is not alone with its problems in the North and, as in so many 
other cases, we can ask ourselves what the others are doing and how much 
they can afford to do. To draw comparisons between different countries is 
never easy because of the many variables involved. The North, for instance, 
is difficult to define. We think of it as implying barren land and a cold 
climate, the kind we would find in Canada north of, say, the 60th parallel. In 
Scandinavia, however, we have to go much farther north to find similar 
conditions. Oslo and Stockholm, for instance, are farther north than 
Churchill, Manitoba. These cities, as well as Juneau and Anchorage in Alaska, 
and Leningrad in Russia, all lie close to the 60th parallel. Trevor Lloyd, who 
has travelled widely in the North has come to the conclusion that “we have 
been slow in developing the North—-we were even negligent in the 1920s 
and the 1930’s, when some other countries were very active’. He adds, 
however: “But we have special difficulties that do not apply quite so much to 
the other northern lands.””? 

Despite these differences, for which we have to make allowance in 
our conclusions, the basic problems are common to all the northern region: 
the harsh climate, barren and inaccessible land inhabited by an originally 
primitive people. We have seen what Canada has done with it. How about 
the other countries? 

In our analysis of health conditions in general, we have repeatedly 
followed the practice of looking at the infant mortality rate as being broadly 
indicative of the general health status. Following are some comparative 
figures for the Northwest Territories, Alaska, and Greenland, showing 
roughly the differences in the rates between the respective ethnic groups: 


*“North Norway, for example, is not arctic; it is at the most subarctic. You can buy a 
steamship ticket to travel around the North Cape of Norway on any day in the year, and 
that is in 70° north latitude—which is about the same latitude as the northernmost point in 
Alaska—which you certainly can’t get around in a steamship, except in the summertime and 
not always then. West Greenland, where the Danes have brought about such remarkable 
educational, economic and social development, is also specially favoured. In the southwest, 
it also is an area open to navigation throughout the year and it has a relatively mild climate 
even in the North. Even our friends across the North Pole in the Soviet Union, although they 
have a well deserved reputation for being experts in the Arctic, don’t have as difficult an 
Arctic as we do. They don’t have the maze of Arctic islands that we have between the open 
sea and the mainland, which make sea transportation so very difficult. And the mighty north- 
ward flowing rivers of Siberia provide excellent transportation routes from the southern cities 
to the Arctic coast.” Lloyd, T., “The Land and the People’, in The Unbelievable Land, 
ed. Smith, I. N., Ottawa: Queen’s Printer, 1964, p. 3. 
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Infant Mortality Rate (per 1,000 live births) 


Indians Eskimos White Status 
Northwest Territories (1961)*...................... 81 185 21 
Non- White White 


ETT eee a ee ee 72.9 26.9 


Children of Women Born in Greenland 


Ge TL even RLey by Pare Oana Ann Se eee re antes Ds 65.9 


* Report on Health Conditions in the Northwest Territories 1963, Northern Health 
Service, Ottawa, 1964 (mimeographed), Table 5. 

+ Statistical Abstract of the United States, 1962, U.S. Department of Commerce, 
Washington, U.S. Government Printing Office, 1962, p. 68. 

+ Sundhedstilstanden i Grénland, Landslaegens Arsberetning 1961, Beretninger vedrgrende 
Grénland, Sydgrgnlands Bodtrykkeri, 1963, p. 19. 


The difference in the conditions revealed by the infant mortality rate of 
the Canadian Eskimo and his counterpart in Greenland (allowing for the 
somewhat different definition) is further illustrated by the difference in 
their housing conditions. A booklet describing the Canadian Eskimo, 
published in 1957, shows an Eskimo tent with the caption that “during the 
northern summer, canvas tents provide sufficient [our italics] shelter for 
Eskimo families’’.” 
In Greenland, however, tents and igloos were practically non-existent 
by 1957, having been replaced by solid houses. In 1958, six years ago, a 
Canadian traveller to Greenland made the following observation regarding 
housing on his visit to one locality: 
“We saw two or three stone and sod houses, one of which we 
went into, much to the dismay of the Danish officials who obviously 
hadn’t planned this! It seemed warm and had a coal-stove burning 
Greenland coal but had little else besides a bed platform, of which I took 
a photograph. These houses are to be demolished next year and in all 
fairness I must say we saw very few poor houses throughout our 
tp. : 


1 See also Volume I, Chapter 5, p. 224. 

2 Peoples of the Northwest Territories, Department of Northern Affairs and National 
Resources, Ottawa: Queen’s Printer, 1957, p. 24. 

3Indian and Northern Health Services Report on a Visit to Greenland (August- 
September, 1958), Department of National Health and Welfare, Ottawa, (mimeographed), 
co ae Oe | 
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A description of Greenland, the third edition of which was published in 
1961,/ states: 


“Everywhere, whether in large or small settlements, the Green- 
lander has his own house and feels at home there . . .The old turf houses 
may still be seen at a few small settlements, but they are lined with 
wood and fitted with proper windows. In general, the Greenlanders now 
live in large or small wooden houses, their size and appearance governed 
by the man’s resources and his wife’s skill in housekeeping.” 


While primitive one-room houses still exist, “as a general rule, the houses 
are big enough to hold a kitchen and living-room below and one or two 
bedrooms above”.* This is part of the general development. 


Regarding the housing situation in Alaska, it is estimated “that about 
one-half of the Alaska natives live in modest frame buildings constructed 
of commercial lumber or of driftwood, packing crates, and other miscellane- 
ous pieces of wood. Of the remainder, two-thirds live in crude log houses, 
one-third (or fewer) in sod igloos excavated underground for purposes of 
warmth”? 

We have no comparable statistics available for the Soviet Union but 
the general impression is one of rapid and spectacular development of the 
Russian Arctic. Thanks to specially designed ships and large icebreakers, 
navigation in the Arctic is ensured for five to six months. “Igarka, one of 
the Soviet biggest ports lying north of the Arctic Circle on the same latitude 
with the Canadian towns of Bathurst-Inlet and Aklavik, is now open for 
navigation not for a week or a week and a half, as it was a few years ago, 
but for four to five months a year. Owing to icebreakers the navigation period 
increased twice at still higher latitudes of the Arctic region.”* Apart from the 
cities and industrial centres in Northern Siberia, life in the small and remote 
settlements has also changed. We have before us the description of life in the 
villages of the Chukotka Peninsula, the piece of land on the Arctic 
Circle jutting out from the Asian Continent towards the Bering Strait: 
“In the old days when people spoke of Chukotka, they always associated 
it with hunting and reindeer-breeding. Today, among the indigenous popula- 
tion, there are workers of different trades, doctors, engineers, teachers, 
writers, sea captains and livestock experts.”> These latter are needed to 
tend to all sorts of livestock acclimatized to the area including cattle, 


* Greenland, The Royal Danish Ministry for Foreign Affairs, Denmark; Perfecta-1961, 
Dp Os anGes ie 


PID ED. 2. 


* Eskimos, Indians, and Aleuts of Alaska—A Digest, U.S. Department of Health, 
Education, and Welfare, Washington, 1963 pn 5. 


*Fedorovich, V., “Crushing Icefields of Baltic, in Soviet Union Today, June, 1964, 
pn. 30; 


°“The Rebirth of Chukotka”, editorial in Soviet Union Today, March, 1964, p. 18. 
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poultry, and farm animals.! In the Soviet Union alone about a million people 
live in the high Arctic. More than five million people inhabit the northern 
forest areas connected with the northern sea route.” 


We have at the outset of these international comparisons emphasized 
the differences and disadvantages of the Canadian North as compared to 
that of our neighbours. We should add a reference to the far greater 
resources of the United States and the Soviet Union which also render 
comparisons somewhat invidious. But what about Denmark’s accomplish- 
ments in Greenland? The population of Greenland (33,000 in 1961) is only 
slightly smaller than that of the Yukon and the Northwest Territories 
(39,000). The Danes have a considerably lower per capita income than 
Canadians, and their Gross National Product is less than one-fifth of 
Canada’s.? Denmark has to ship building materials, medical supplies, some 
foodstuffs and most other products across some 2,000 miles of the North 
Atlantic. 


But here too there is a difference, apart from certain climatic factors. 
The Danes had a head start in developing Greenland. They can boast that 
“the work of educating the Greenlanders began over two hundred years ago 
and illiteracy was abolished more than a hundred years ago”.* A hundred 
years ago, Canadians were still busy consolidating the southern parts of 
their country, but since then have overtaken or caught up with many other 
countries in their economic, social, and political development and the time 
has surely come when the North must be included in this development. 
In the words of a former Deputy Minister of the Department of Northern 
Affairs and National Resources and Commissioner of the Northwest Territo- 
ries, “The North will not then be run by us outsiders, with the real owners 
looking on. It will be run by the people who live there. It can be done. 
Greenland has gone a long way toward that goal and I am convinced that we 
can do it too”.® 


The government departments and private agencies concerned with 
and interested in this area and its people have accomplished much to be 
proud of. They and their officers have the know-how, the ability, and the 
will to go ahead. There is a need now for integrated planning of their 
efforts, but the foremost need is for an end to the public apathy and indiffer- 
ence and the massive financial and moral support for those who can do the 
job. 


1 Tbid. 

2Shumsky, P., “Arctic Problems and Warm Meetings”, in Soviet Union Today, 
February, 1964, p. 3. 

3 United Nations, Year Book of National Accounts Statistics 1962, New York, 1963. 

4Brun, E., “Greenland Today”, mimeographed pamphlet, pp. 4 and 5. 

5 Robertson, R. G., op. cit., p. 137. 
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RECOMMENDATIONS 


What then are the steps necessary to remedy the grave situation we 
have described? We have no illusions that it is going to be an easy task but 
we are convinced that Canada can do it, can afford it and, in fact, must do it 
now to make up for the time lost and opportunities missed. We cannot 
overemphasize the need for development on a broad scale of social and 
economic action of which health services are only a part but the part this 
Commission is most immediately concerned with. 

The inescapable conclusion in regard to health services is that there 
must be a comprehensive master plan for the speedy implementation of 
organized services capable not only of dealing with emergencies such as 
epidemic outbreaks, but providing a permanent and continuing surveillance 
and treatment service. 

We have recommended! that the Federal Government enter into 
similar arrangements with the territorial administrations as those envisaged 
for the provinces, for the introduction and operation of comprehensive and 
universal programmes of personal health services, including: 


Medical services,? 

Dental services for children, expectant mothers, and public assistance 
recipients,? 

Prescription drug services,‘ 

Optical services, for children and public assistance recipients,° 

Prosthetic services,® 

Home care services.7 


In addition, the hospital insurance programme is to continue with the 
recommended changes.§ 


We refer particularly to Recommendation 36,° providing for special 
services in northern regions, including air ambulance, two-way radio com- 
munication, nursing stations and medicine depots. 

Under the circumstances prevailing in the northern region, we recom- 
mend as an addendum to Recommendation 59" that the contributory payment 


* See Volume I, Chapter 2, Recommendation 1, p. 19. 

* Ibid., Recommendations 29 to 38, pp. 31-34. 

° Ibid., Recommendations 39 to 57, pp. 36-39. 

*Ibid., Recommendations 58 and 60, p. 41. 

° Ibid., Recommendations 83 to 94, pp. 49 and 50. 

° Ibid., Recommendations 113 to 115, p. 60. 

* Ibid., Recommendations 116 to 123, p. 62. In regard to organized home care services 
in northern communities, we refer to the experience gained by an existing home care plan 
under frontier conditions in Grande Prairie, Alta. 

*Tbid., Recommendations 95 to LIZs pp 53-58: 

* See Volume I, Chapter 2, p. 34. 

Tbhid, p. 41. 
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of $1.00 per prescription should not apply under the Health Services Pro- 
gramme of the Territories. 

In order, however, to bring these services to the wide areas of the 
Territories which cannot develop the type of community services we have 
described in the foregoing chapters of our Report, additional measures are 
necessary. Bearing in mind the great and compelling need for a comprehen- 
sive, imaginative and far-reaching approach to meeting the health and related 
requirements of the people in Canada’s northland, we make the following 
recommendations to suitably supplement those concerning the Health Serv- 
ices Programmes. We also stress that in view of the great urgency for improved 
conditions in these areas, these recommendations be given the same high 
priority as we have assigned to the programmes for a Children’s Dental 
Programme and for the services to retarded children and crippled children.! 


The Commission recommends: 


Northern Health Service Plan 


235. That every possible support be given to the Northern Health Service 
of the Department of National Health and Welfare to speed the 
implementation of the five-year plans to provide adequate health 
services for the Yukon and the Northwest Territories, and that the 
implementation be telescoped into a shorter period of time as 
resources become available. 


236. That the Northern Health Service implement by 1967 its proposed 
comprehensive flying health service system linking the various com- 
munities with their health service base.” 


237. That, as far as possible, such transportation services be integrated 
with the needs of other agencies; and that at each of the communities 
covered, suitable landing strips and other facilities be prepared and 
maintained to serve aircraft and, where feasible, helicopters in all 
seasons. 


238. That an integrated telecommunication system be established to 
provide a 24-hour service for voice communication and that a visual 
system be implemented when this becomes practical; such communi- 
cation systems for the purposes of the health services to be integrated 
with the needs of other agencies in a community. 


239. That provisions be made for regular periodic visits to northern 
stations by medical specialists for consultation and seminars. 


4 Thid., jpn 92: 
* See pp. 268 and 269. 
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240. 


241. 


242. 


243. 


244. 


245. 


246. 


247. 


248. 
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That provisions be made for regular periodic visits to northern 
stations by dentists and dental auxiliary personnel. 


That training, refresher courses, manuals and the necessary equip- 
ment be provided to maintain a high degree of effectiveness among 
lay dispensers. 


That the provision of “family medical packs” to isolated families and 
small groups be speeded up and that the necessary instruction manuals 
be made available. 


Northern Health Service 


That, while the present five-year plans for the improvement of health 
services in the Yukon and the Northwest Territories are implemented, 
more far-reaching plans for a further five-year period be formulated 
in order to ensure the future development and improvement of health 
services in the Territories. 


That the budgetary requirements of the Northern Health Service of 
the Department of National Health and Welfare be considered within 
the framework of the territorial budgets rather than as part of the 
departmental budget. 


Personnel: Recruitment, Education, and Employment Conditions 


That every effort be made towards the training of indigenous residents 
of the Territories by intensifying the ongoing training of nursing assis- 
tants and progressively for more advanced education and training of 
professional and technical health personnel. 


That, as part of a seven-year crash programme, grants be made 
available from the Professional Training Grant, to cover the cost of 
such education or training. 


That, on the coming into operation of a medical school at Memorial 
University at St. John’s, Newfoundland,: part of the curriculum and 
training be directed towards the needs of health services in Canada’s 
North and other sparsely settled areas. 


That Memorial University at St. John’s, Newfoundland, establish in 
connection with its future medical school, specialized courses for the 
training of other health personnel in the specific knowledge and skills 
required for the practice in the North and other sparsely settled 
areas. 


*See Volume I, Chapter 2, pp. 70 and 71. 
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249. That financial assistance be made available from the Professional 
Training Grant to enable personnel in training for health service in 
the North to do their field work in the Yukon or the Northwest 
Territories. 


250. That conditions of employment for health personnel be such as to 
attract and maintain for periods of at least three to five years well 
qualified personnel. This relates to remuneration as well as other 
benefits designed to equalize working conditions as far as possible 
with those in the South. Among such provisions should be: 

(a) competitive and attractive salaries and allowances to compensate 
for cost differentials, 

(b) upgrading of positions, 

(c) leave of absence provisions to provide for 

(i) regular periodic vacations with transportation for the per- 
sonnel and their family paid to and from a predetermined home 
base; 

(ii) compassionate leave for the personnel in cases of serious illness 
in the family, and transportation paid to and from the nearest 
centre in the South for personnel and/or their family in the 
case of serious illness or death among their nearest relatives 
in the South; 

(iii) educational leave to facilitate continuing education and self- 
improvement;' 

(d) financial aid towards the education and maintenance of children 
where service in the North entails separation from their parents, 
(e) suitable housing accommodation. 


251. That the selection of health personnel for service in the North be 
exercised with great care with regard to professional qualification as 
well as personal suitability and aptitude required under the circum- 
stances. 

Transportation as a Medical Care Benefit 
252. That all residents of the Territories requiring medical attention not 


available in their home areas be flown out for such attention and 
returned on discharge as part of the Medical Services Benefit. 


Research 


253. That the Health Sciences Research Council provide funds for the 
conduct of applied research into specific health and health service 
problems in the North. 


1For example, physicians may be granted one year’s study leave in the middle of 
a 5-year term of Office. 
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Co-ordination of Northern Government Activities 


254. That the existing agencies for the co-ordination of the activities in the 
Territories of federal government departments be strengthened, 
with adequate representation for the health services, both at depart- 
mental headquarters and at the regional and local levels. 


General Community Development 


255. That intensive efforts be made for general community services to be 
developed simultaneously with the health services. 


256. That the Centennial Commission as a centennial project survey 
the possibility of adopting the implementation of a demonstration 
project, in two far northern locations, of community development 
including adequate housing, proper sanitation services and essential 
education, health and other facilities. 


CONCLUSION 


We expect that our programme for the health services of the North 
will be met by some with comments similar to those regarding the proposed 
Health Services Programmes generally: they may be well intentioned but 
Canadians cannot afford to pay for them. We have, in Volume I, demon- 
strated that the Health Services Programmes are well within the reach of 
Canada’s present and future economy. The cost of improved health services 
will, to a large extent, be matched by a reduction in welfare expenditures, 
especially if health services are accompanied by the general development of 
the area. Investment in this general development will yield economic 
returns even more immediately than health services alone, but we have 
no illusion that at least in the immediate future better services will mean 
higher costs and we have to answer the questions: first, can Canada afford it; 
second, if so, are Canadians willing to pay the cost. 

Regarding the ability to pay, there can be no doubt in the light of 
our cost analysis in Volume I, and in the light of the degree of northern 
development, achieved not only by the United States and the Soviet Union, 
but also by the smaller Scandinavian countries and especially by Denmark in 
Greenland. Surely, Canada can match this. 

There remains the question of whether Canadians are willing to 
shoulder the extra cost of health and other developments in the North. The 
answer to this must be found in the answer to the question whether we want 
the North as an integral part of Canada, or whether we write it off as a 
liability and withdraw our national boundaries to the 60th parallel, leaving 
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the Territories to be independent and fend for themselves, or more likely, 
to be absorbed sooner or later by their neighbours to the west, east, or north. 
This latter alternative, if ever taken seriously, has been discarded by all 
responsible politicians and scientists. But if, and as long as, we want the North 
to be part of Canada, we must treat it as such and we must extend to Cana- 
dians in these parts the same services, “within the limitations imposed by 
geographic factors”,! as are provided for Canadians elsewhere. 

We have emphasized that in order to become fully effective, health 
services must be accompanied by the vigorous and well-planned development 
of other aspects of life in the North. Not only some ill-conceived but also 
many splendid but isolated projects undertaken in the past have wasted 
precious time and money, and often turned enthusiasm into despair and 
frustration or resigned apathy, because they were limited in scope and not 
followed through as part of a general plan. 

We have shown that health services by themselves cannot eliminate 
health problems such as tuberculosis or a high infant mortality which are 
largely the result of poor environment. The provision of jobs depends on 
education and training, and unless accompanied by improved health will 
not, in the long run, improve the economic situation. Better housing and other 
environmental conditions will yield results only if accompanied by health 
services, education, and economic measures. Education, with the best 
of schools, will fail to achieve its ends unless it leads to the logical con- 
clusion of employment and decent community life. 

There is a good example, in Canada, of what a concerted development 
of health services together with general social and economic improvements 
can accomplish. We compare below the average annual infant mortality rates 
in the Northwest Territories and Newfoundland for the periods 1931-1935 
and 1959-1963, respectively :? 


Northwest 


prerriares Newfoundland 
90S VO 3 5 ee We ad 110 116 
1959-19634 ee 122 38 


It may be that the increase in the Northwest Territories is more apparent 
than real due to more complete registration and perhaps random fluctuations. 


1 See Volume I, Chapter 1, p. 11. 

2Based on Dominion Bureau of Statistics, Vital Statistics, 1962, Ottawa: Queen’s 
Printer, 1964, p. 191; and Vital Statistics, 1963, Preliminary Annual Report, Ottawa: Queen’s 
Printer, 1964, p. 4. 
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But the spectacular decline in Newfoundland demonstrates the combined 
effect of better health services and improved living standards generally. 

In drawing this comparison, we are aware of important differences 
between Newfoundland and the Northwest Territories, geographically as 
well as economically. But the fact remains that the health of the people in 
Newfoundland has improved whereas it has not—certainly not nearly to 
the same extent—in the Northwest Territories despite the expansion of 
health services. Hence our contention that simultaneous development of 
health and other community services is necessary if worthwhile progress is 
to be foreseen in any particular field. 

Whether or not the extension of these services in the North will 
“pay” in the economic sense, is of secondary importance. We have expounded 
our view that “the achievement of the highest possible health standards for 
all our people must become a primary objective of national policy and a 
cohesive factor contributing to national unity”.1 This includes Canadians in 
the North as well as in the South. Even if provided with the best services 
possible under the circumstances, Canadians in the North will be facing 
hardships and problems not encountered by their fellow citizens in the 
South. 

We do not subscribe to the view that improving community services 
in the North serve only to maintain artificial and useless communities.” 
Even if there were no indigenous people in the North and no prospects for 
economic development, Canadians would go there to establish and main- 
tain stations to aid transportation, communications, weather forecasting 
and other scientific exploration, as well as some military installations. To 
develop community services in Greenland is not an economic proposition for 
Denmark, yet Denmark has raised the living standards of Greenlanders con- 
siderably though this has to be done across 2,000 miles of ocean. 

It has been said “that the North, with its vast stores of hidden wealth, 
is ready to come into its own. The wonder and challenge of the North must 
become a vital part of our national consciousness. All that is needed is an 
imaginative policy which will open its doors to Canadian initiative and 
enterprise”’.® 

Such a policy, to be truly effective, requires a national effort on 
the part of all governments. This point was emphasized by another Prime 
Minister: “I think all the Provincial Governments and the Federal Govern- 
ment appreciate the importance of development in the North. Progress is 
being made and I sympathize with any Canadian’s view that this progress 


1 See Volume I, Chapter 1, p. 11. 

*'We have heard the statement that what is happening in the North is only “helping 
the Eskimos to look after the white people who are there to help the Eskimos”. 
ee * Diefenbaker, The Right Honourable J. G., speech delivered at Quebec City, April 27, 
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should be speeded up and developed and that greater recognition should be 
shown in action of the essential importance of the North Country”.’ 

One of the problems in maintaining adequate services in the North 
has been the failure to attract and retain qualified personnel. In this regard, 
lessons can be learned from the international civil service where it is also 
largely a question of attracting people to places remote from their usual 
residence. 

We strongly urge that the imaginative policy we propose be under- 
taken, and implemented as a massive crash programme. The funds? Much 
of the cost is already provided for in departmental budgets which will profit 
from greater and more effective interdepartmental co-ordination. To facilitate 
a massive start to cope with the backlog in programmes such as housing, it 
may be timely and appropriate to make available centennial funds and to 
identify certain projects as centennial contributions by Canada to the people 
of the Territories. 

We also think that partnership with private enterprise should be 
strengthened for the benefit of both partners. 

We wish to see our plan understood as something far greater than 
a welfare programme for those people in the North who are not as yet 
sharing fully in Canada’s progress. It should mean that the North and its 
people be accepted in fact as part of Canada. This country is now approach- 
ing its centennial celebrations. Many worthy memorials are planned on 
this occasion in all the provinces. The Canadians in the Territories too should 
have occasion to share in this jubilee. At some time in the future they too 
will demand monuments and art centres. At this time, however, what greater 
memorial could we erect in these parts than healthy communities? 


1 Pearson, The Right Honourable L. B., at a Press Conference in Vancouver, September 
17, 1964. 
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Recommendations 


The Commission presented in Volume I, Chapter 2, its main recom- 
mendations Nos. 1 to 200 for a Health Services Programme for Canada. We 
present in Volume II a number of additional recommendations in areas that 
round out the comprehensive Health Services Programme submitted in 
Volume I. These supplementary recommendations have been included in 
Chapters 2 to 9 and the evidence and the reasoning leading to their formula- 
tion have been presented in the text. We reproduce these Recommendations 
here, Nos. 201 to 256, under the following headings, with a reference to the 
appropriate chapters shown in brackets. 

1. Pharmacists (Nos. 201-203, Chapter 2) 
. Paramedical Personnel (Nos. 204-210, Chapter 3) 
. Opticians (Nos. 211-212, Chapter 3) 
. Professional Titles (No. 213, Chapter 3) 
. Radiography (Nos. 214-217, Chapter 3) 
Ambulance Services (Nos. 218-219, Chapter 3) 
. Health Research (Nos. 220-222, Chapter 4) 
. Voluntary Organizations (Nos. 223-226, Chapter 6) 
9. Federal Department of Health (No. 227, Chapter 7) 
10. General Practitioners (Nos. 228-229, Chapter 8) 
11. Rehabilitation (Nos. 230-232, Chapter 8) 
12. Health Services Administrators (Nos. 233-234, Chapter 8) 
13. Northern Health Service Plan (Nos. 235-256, Chapter 9). 


OCIDKHA WN 


Certain of the recommendations in Volume I have been modified 
to clarify the full intent of the Commission and these are shown in the form 
of addenda at the end of the chapter, covering Recommendations Nos. 59, 
61, 62, 80, 109 and 195. 

Recommendations Nos. 1 to 200 in Volume I and 201 to 256 in 
Volume II represent the sum total of all the recommendations made by this 
Commission. 
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1. Pharmacists 


That small hospitals, particularly in communities which find it 
difficult to employ a full-time pharmacist, employ a part-time phar- 
macist to serve selected neighbouring hospitals jointly or to combine 
retail pharmacy with hospital employment. 


That, in view of the shortage of qualified pharmacists in the Atlantic 
Provinces, there be established a school of pharmacy at Memorial 
University, St. John’s, Newfoundland, at the same time as the medical 
school we have recommended and as a department thereof.’ 


That annual Professional Training Grants of $2,000 each be made 
available to graduate pharmacists pursuing post-graduate studies in 
pharmacy. 


2. Paramedical Personnel 


That there be established in each province a Paramedical Education 
Planning Committee, advisory to the provincial Health Planning 
Councils, to plan and direct the orderly development of the education 
and training of paramedical personnel. The Committee should be 
representative of the various provincial paramedical associations, 
university(ies), the Health Services Commission and the Department 
of Education, and advise the Health Planning Council of those para- 
medical fields in which shortages of personnel exist, training facilities 
needing expansion, training programmes and other matters concerned 
with the supply of and demand for paramedical personnel. 


That, to encourage suitable personnel to enter and remain in these 
occupations, salaries commensurate with their training and responsi- 
bilities and similar to those in comparable fields be paid by federal 
and provincial agencies and by hospitals. 


That financial assistance under the Hospital Insurance and Diagnos- 
tic Services Act, and under the Technical and Vocational Training 
Assistance Act be expanded immediately to support any qualified 
applicants enrolling in courses of training prescribed for those para- 
medical fields in which shortages exist. On the national level we fore- 
see shortages particularly in the following occupations: medical 
record librarians, physiotherapists, occupational therapists, speech 
therapists and audiological therapists, and medical social workers. 


That financial assistance be provided to set up Departments of 
Rehabilitation in the medical schools at l’Université de Sherbrooke 


1§ee Volume I, Chapter 2, Recommendation 141, p. 71. 
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and at the University of Ottawa and such other universities as may 


be able to provide adequate training for paramedical personnel in 
this field. 


That training facilities for speech therapy and audiological therapy 
be established in association with the medical schools of Dalhousie 
University, University of British Columbia within its Health Sciences 
Centre, and with one of the medical schools located in the Prairie 
Provinces. 


That training facilities for physiotherapy and occupational therapy 
be provided in association with those medical schools which do not 
already possess such facilities. 


That, in order to provide a continuous and uninterrupted supply of 
qualified paramedical personnel, more efforts be made to attract men 
into certain health occupations by ensuring working conditions, and 
especially salaries, competitive with other comparable occupations. 


3. Opticians 


That legislation regarding the qualification and licensing of dis- 
pensing opticians be enacted in all provinces and territories. 


That legislation be enacted restricting the sale of contact lenses by 
anyone, except on prescription by an ophthalmologist. 


4. Professional Titles 


That legislation be enacted to provide that no practitioner of any 
healing art without a doctoral degree granted by a recognized uni- 
versity be permitted to designate himself as “Doctor”, or to use 
any letter following his name indicating the same, or to advertise 
himself as such. 


5. Radiography 


That provincial legislation provide, to the extent that this is not 
already done, for the licensing of X-ray equipment, technicians, and 
operators, according to accepted uniform standards and ensuring 
that such standards are maintained after the initial licensing. 


That provincial legislation be enacted to restrict the advertisement of 
diagnostic X-ray facilities. 


That the proper scientific agencies continue the intensive study and 
observation of the consequences of radiation, including that resulting 
from diagnostic radiography. 
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That the reading and interpretation of radiographs be undertaken 
only by recognized personnel. 


6. Ambulance Services 


That, in order to ensure that ambulance services are of a high 
quality, legislation be enacted in all provinces and territories estab- 
lishing standards for the training and qualifications of ambulance 
staff, and for the equipment used, and that these be subject to 
licensing. 


That, to ensure that such services are readily available, the provincial 
Health Planning Councils establish guide lines for the efficient organ- 
ization of ambulance services on a regional or community basis, 
and, where required, of air ambulances and other emergency trans- 
port. 


7. Health Research 


That, in the provision of educational facilities for health professional 
personnel at research institutions, medical schools, dental schools, 
schools of public health and schools of nursing, adequate library 
facilities be provided to be financed from the Health Facilities 
Development Fund and the Health Professions University Grant. 


That, over the period 1966-1971, the grants made by the Federal 
Government towards the operating budget of the Health Sciences 
Research Council be progressively increased by $3 million a year. 


That, where funds are not available from other sources to offset the 
decline in research funds from the National Institutes of Health, or 
if sufficient funds are not forthcoming from voluntary organizations 
and foundations to meet the projected needs in 1971, the deficiency 
be met by a further expansion of federal grants to the Health 
Sciences Research Council. 


&. Voluntary Organizations 


That agencies concerned with the prevention of accidents participate 
in the work of the Health Planning Councils at the various levels 
and in particular with regard to measures to prevent highway acci- 
dents. 


That voluntary agencies have an integral place in any comprehensive 
health care programme and that they participate actively in the work 
of the various planning councils. 
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That all voluntary health organizations submit an Annual Financial 
Report to the Department of National Health and Welfare, describing 
their functions as well as showing assets and liabilities, income by 
source and expenditures under appropriate headings, duly audited in 
accordance with accepted auditing practices. 


That the Department of National Revenue take cognizance of the 
organizations so reporting, when recognizing donations as charitable 
exemptions under the Income Tax Act. 


9. Federal Department of Health 


That, in view of the growing responsibilities of the Department of 
National Health and Welfare in both the health and the welfare 
fields, and particularly in view of the increased responsibilities that 
would be placed on the Department with the implementation of the 
Health Services Programmes, and taking account of the advisability 
of administering health services separately from welfare services, the 
Health Branch be restored to the status of a separate Department of 
Health. 


10. General Practitioners 


That the Association of Canadian Medical Colleges, in consultation 
with the College of General Practice of Canada and others concerned 
give immediate attention to the question of setting up administrative 
Departments of General Practice in the teaching hospitals and sub- 
sequently, Chairs of General Practice in the Faculties of Medicine. 


That, as part of a seven-year crash programme, special Professional 
Training Grants of $5,000 per year be allocated to medical graduates 
undertaking post-graduate study to qualify for the teaching of general 
practice in the Faculties of Medicine. 


11. Rehabilitation 


That the Vocational Rehabilitation of Disabled Persons Act, 1961, 
be amended by removal of its restriction to vocational rehabilitation 
and that the terms “disabled person” and “vocational rehabilitation” 
be revised and redefined accordingly. 


That a new rehabilitation agency of the Federal Government be 
established, with representation from the Federal Department of 
Health, the Department of Welfare, the Department of Labour, the 
Department of Veterans Affairs, and the Unemployment Insurance 
Commission reporting to Parliament through the Minister of Labour. 
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That the National Advisory Council on the Rehabilitation of Disabled 
Persons, with representation from the federal departments concerned, 
provincial governments, voluntary agencies, medical professions, uni- 
versities, and employer and employee organizations, act in advisory 
capacity to the new rehabilitation agency. 


12. Health Services Administrators 


That the Health Professions University Grant be available for the 
establishment of undergraduate and post-graduate courses in health 
services administration at selected Canadian universities. 


That, as part of a seven-year crash programme, special Professional 
Training Grants of $3,500 per year be made available to graduate 
students proceeding to a higher degree in such courses. 


13. Northern Health Service Plan 


That every possible support be given to the Northern Health Service 
of the Department of National Health and Welfare to speed the 
implementation of the five-year plans to provide adequate health 
services for the Yukon and the Northwest Territories, and that the 
implementation be telescoped into a shorter period of time as 
resources become available. 


That the Northern Health Service implement by 1967 its proposed 
comprehensive flying health service system linking the various com- 
munities with their health service base.1 


That, as far as possible, such transportation services be integrated 
with the needs of other agencies; and that at each of the communities 
covered, suitable landing strips and other facilities be prepared and 
maintained to serve aircraft and, where feasible, helicopters in all 
seasons. 


That an integrated telecommunication system be established to provide 
a 24-hour service for voice communication and that a visual system 
be implemented when this becomes practical; such communication 
systems for the purposes of the health services to be integrated with 
the needs of other agencies in a community. 


That provisions be made for regular periodic visits to northern 
stations by medical specialists for consultation and seminars. 


1 See pp. 268 and 269. 
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That provisions be made for regular periodic visits to northern sta- 
tions by dentists and dental auxiliary personnel. 


That training, refresher courses, manuals and the necessary equip- 
ment be provided to maintain a high degree of effectiveness among 
lay dispensers. 


That the provision of “family medical packs” to isolated families and 
small groups be speeded up and that the necessary instruction 
manuals be made available. 


That, while the present five-year plans for the improvement of health 
services in the Yukon and the Northwest Territories are implemented, 
more far-reaching plans for a further five-year period be formulated 
in order to ensure the future development and improvement of health 
services in the Territories. 


That the budgetary requirements of the Northern Health Service of the 
Department of National Health and Welfare be considered within 
the framework of the territorial budgets rather than as part of the 
departmental budget. 


That every effort be made towards the training of indigenous resi- 
dents of the Territories by intensifying the ongoing training of nursing 
assistants and progressively for more advanced education and train- 
ing of professional and technical health personnel. 


That, as part of a seven-year crash programme, grants be made 
available from the Professional Training Grant, to cover the cost 
of such education or training. 


That, on the coming into operation of a medical school at Memorial 
University at St. John’s, Newfoundland,” part of the curriculum and 
training be directed towards the needs of health services in Canada’s 
North and other sparsely settled areas. 


That Memorial University at St. John’s, Newfoundland, establish in 
connection with its future medical school, specialized courses for the 
training of other health personnel in the specific knowledge and skills 
required for the practice in the North and other sparsely settled areas. 


That financial assistance be made available from the Professional 
Training Grant to enable personnel in training for health service in 
the North to do their field work in the Yukon or the Northwest Ter- 
ritories. 


1See Volume I, Chapter 2, pp. 70 and rae 


296 


250. 


DSi 


DESIR 


25. 


254. 


ROYAL COMMISSION ON HEALTH SERVICES 


That conditions of employment for health personnel be such as to 
attract and maintain for periods of at least three to five years well 
qualified personnel. This relates to remuneration as well as other 
benefits designed to equalize working conditions as far as possible 
with those in the South. Among such provisions should be: 


(a) competitive and attractive salaries and allowances to com- 
pensate for cost differentials, 

(b) upgrading of positions, 

(c) leave of absence provisions to provide for 

(i) regular periodic vacations with transportation for the 
personnel and their family paid to and from a prede- 
termined home base; 

(i1) compassionate leave for the personnel in cases of 
serious illness in the family, and transportation paid to 
and from the nearest centre in the South for personnel 
and/or their family in the case of serious illness or 
death among their nearest relatives in the South; 

(iii) educational leave to facilitate continuing education and 
self-improvement;} 

(d) financial aid towards the education and maintenance of 
children where service in the North entails separation from 
their parents, 

(e) suitable housing accommodation. 


That the selection of health personnel for service in the North be 
exercised with great care with regard to professional qualification 
as well as personal suitability and aptitude required under the cir- 
cumstances. 


That all residents of the Territories requiring medical attention not 
available in their home areas be flown out for such attention and 
returned on discharge as part of the Medical Services Benefit. 


That the Health Sciences Research Council provide funds for the 
conduct of applied research into specific health and health service 
problems in the North. 


That the existing agencies for the co-ordination of the activities in 
the Territories of federal government departments be strengthened, 
with adequate representation for the health services, both at depart- 
mental headquarters and at the regional and local levels. 


* For example, physicians may be granted one year’s study leave in the middle of a 


5-year term of office. 
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255. That intensive efforts be made for general community services to be 
developed simultaneously with the health services. 


256. That the Centennial Commission as a centennial project survey the 
possibility of adopting the implementation of a demonstration project, 
in two far northern locations, of community development including 
adequate housing, proper sanitation services and essential education, 
health and other facilities. 


ADDENDA TO RECOMMENDATIONS IN VOLUME I 


In reviewing our Recommendations made in Volume I we find it 
desirable, for the sake of clarity and completeness, to round out these 
Recommendations in a few specific instances, listed below: 


RECOMMENDATION 59 requires, in the provision of the drug 
benefit, a contributory payment of $1.00 by the purchaser for each prescrip- 
tion. The provision for a contributory payment shall not apply in the Yukon 
and the Northwest Territories." 


RECOMMENDATION 61 provides for the enlargement of the Drug 
Advisory Committee to the Department of National Health and Welfare.” 
We now suggest that among the expanded membership of that Committee 
there should be added representatives of the dental profession. 


RECOMMENDATION 62 provides, among other matters, for the 
establishment of an information service which would issue periodic bulletins 
providing the latest information on drugs and drug therapy to physicians, 
pharmacists and hospitals.? Among the recipients of the bulletins, there 
should be added the members of the dental profession. 


RECOMMENDATION 80 deals with the expansion of research 
grants by the Health Sciences Research Council. The term “non-profes- 
sional” in this paragraph should read “professional”. 


RECOMMENDATION 109 suggests that depreciation allowances 
on the value of buildings and fixed equipment, less the amount paid by 
federal and provincial grants, be recognized as shareable costs.° The intro- 
duction to Recommendation 109 speaks of interest and depreciation as 
shareable costs; hence, this Recommendation should be expanded to include 
interest as well as depreciation allowances as shareable cost. 


21 See Volume I, Chapter 2, p. 41. 
* Ibid., p. 41. 

a ibid. Pp. 42. 

* Tbhid., p. 44. 

5 Tbid., pp. 56 and 57. 
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RECOMMENDATION 195 requires reinterpretation in the light of 
the changing federal-provincial fiscal relationships and particularly the arrange- 
ments being developed permitting provinces to opt out of certain federal- 
provincial shared programmes.? In so far as a province elects to operate 
outside the grants-in-aid system through the opting-out device, such a 
province should be permitted to operate its health care programmes along 
the lines recommended in this Report with its share of financial assistance 
obtained through the collection of revenues from tax fields vacated by the 
Federal Government, equivalent to the amount it would have received from 
the Federal Government under a grants-in-aid system. 


?{bid., p. 88. 


ALL OF WHICH WE RESPECTFULLY SUBMIT 
FOR YOUR EXCELLENCY’S CONSIDERATION 


Be pent 


Chairman 


Mtl baliin: 
le fae 
OLE PE 


bk bli. 


Director of Research 


December 7, 1964. 


* See addendum on following page. 


ADDENDUM BY DR. D. M. BALTZAN 


While fully agreeing with the views of my fellow Commissioners as 
expressed in the recommendations contained in Volumes I and II, I wish to 
add the following personal observation. When a patient chooses to obtain 
services from a physician practising independently of the Medical Services 
Programme and pays that physician an amount agreed upon, the patient 
should be entitled to be reimbursed by the Health Services Commission of 
his province the amount the Commission would have paid a physician 
practising under the Programme for the same service. 


January 8, 1965. 


ERRATA TO VOLUME I 


Page 232, para. 2, line 3: 1,150 should read 116.7. 
Page 509, para. 1, line 3: may outweigh should read may not outweigh. 
Page 826, Table 20-12, last column: 27.9 should read 24.9. 


Page 849, para. 3, lines 3 and 4: $8.27 and $9.31 should read $7.09 and 
$8.25. 


Page 850, Table 20-25, last column: 8.27 and 9.31 should read 7.09 and 
8.25. 
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CARDIAC ILLNESS, individual behaviour, 508. 

CARDIO-VASCULAR RENAL DISEASES, changing 
concepts of health care, 100. 

CARLETON UNIVERSITY, federal grants for 
University Schools of Nursing, 68. 

CARSTAIRS, G. M., changing concepts of health 
care, 102. 

CASUALTY INSURANCE COMPANIES, commercial 
health insurance, 390. 

CAVITIES, dental auxiliaries, 75, 76. 

CELLULAR TISSUE DISEASES, rates of mortality 
and hospital separations, 193; percentage 
cause of disability, 207; share of total illness 
and health care, 212; expenditures on per- 
sonal health care, 216, 217; hospital utiliz- 
ation, 308. 

CENTRAL AMERICA, infectious diseases, 154. 

CEREBRAL PALSY, causes of disabilities, 208. 

CHAIN DRUG STORES, retail distribution of 
drugs, 651. 

CHARITY PATIENTS, in medical schools, 253. 


CHARLES H. BEST INSTITUTE, research in the 
drug field, 668. 


CHATHAM HOTEL DIEU, evolution of health 
insurance, 382. 


CHECK-OFF SYSTEM, 
insurance, 382. 


CHEMICALS, operations of drug wholesalers, 
647. 


CHICKEN POX, deaths reported, (1952-1961), 
165, 166. 


CHILD HEALTH, National Health Grants, 89. 

CHILDHOOD, age-sex specific mortality rates 
146. 

CHILDREN, glasses provided to, 50; congenital 
deformities, 59; mortality rates, 110; of 
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working mothers, 120; intermediate health 
expenditures, 507; state of dental health 
and personnel requirements for dental 
programme, 570-574; introduction of 
programme of prescription glasses, 844. 

CHILDREN’S DENTAL HEALTH GRANT, recom- 
mendations, 36; introduction in 1967 
recommended, 91. 

CHILDREN’S DENTAL PROGRAMME, population- 
dentist ratio unsatisfactory, 73; employ- 
ment of dental auxiliaries, 75; priorities, 
92; projected trends in transfer payments, 
782; projected total health expenditures, 
801; projected expenditures, 817; estima- 
ted cost, 819; projected expenditure, 
821; allocated to the public sector, 868. 

CHILDREN’S PROGRAMME FOR GLASSES, allo- 
cated to the public sector, 868. 

CHIROPRACTIC SERVICES, recommendations, 
33; private health expenditures, 866; cost 
allocated to the private sector, 868. 

CHIROPRACTORS, record of health spending, 
423; projected expenditures, 840. 

CHLORAMPHENICOL, drug imports, 691. 


CHOLERA, a thing of the past in Canada, 154; 
a significant health problem, 158, 159; 
the 1832, 1849, 1854 and 1865 epidemics, 
230. 


CHRONIC DISEASES, changing concepts of 
health care, 100; little or no improvement, 
157; bed requirements of hospitals, 597; 
expenditures by public authorities, 846. 


CIBA COMPANY LIMITED, 646, 669. 


CIGARETTE SMOKING, Health Charter for 
Canadians, 12, 13; changing concepts of 
health care, 101. 


CIRCULATORY SYSTEM DISEASES, high mortality 
and hospitalization rates, 156; rates of 
mortality and hospital separations, 185; 
demand on _ physicians’ services, 186; 
percentage cause of disability, 207; share 
of total illness and health care, 212; 
expenditures on personal health care, 216, 
217; hospital utilization, 308; value of lost 
net production resulting from deaths, 512; 
value of lost productivity, 517. 


CIRRHOSIS OF LIVER, mortality rate, 189. 


102. 


eco- 
-} he 


CITIES, modern social organization, 


CIVILIAN REHABILITATION PROGRAMME, 
nomic benefits of health services, 
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CLARKSON SURVEY, Of pharmaceutical manu- 
facturing companies, 647, 655, 657, 661, 
665; components of prices and costs, 675; 
drug research costs, 678; sales promotion 
in the drug industry, 679; drug trade 
discounts, 685, 686. 

CLEANLINESS, responsibility of individual, 4. 

CLEFT PALATE, care of handicapped, 208. 

CLERICAL PERSONNEL, projected expenditures, 
822. 

CLINICAL DEPARTMENTS, education of physi- 
Ciatie 2) 1; 

CLINICAL PROGRAMMES, continuing medical 
education, 255. 

CLINICAL TEACHERS, remuneration of part- 
time, 72. 

CLINICS, expenditures, 851. 

CLOTHING, average personal expenditure in 
Canada (1927-1961), 438, 439. 

CLUB-FOOT, causes of disabilities, 208. 

CLUTE, DR KENNETH F., organization of 
medical practice, 545; quality of medical 
care, 549. 

CODE OF HAMMURABI, standards of medical 
Cares250- 

CODED PRICES, drug retailing, 689. 

CO-INSURANCE, recommendations, 57; hos- 
pitalized welfare recipients, 58; com- 
mercial insurance companies, 724. 

COLITIS, death rate, 189. 

COLLEGE DES MEDECINS ET CHIRURGIENS DE LA 
PROVINCE DE QUEBEC, advanced training 
and certification of general practitioners 
and specialists, 232. 

COLLEGE OF DENTAL SURGEONS OF SASKAT- 
CHEWAN, bursaries for pre-dental students, 
562. 


COLLEGE OF GENERAL PRACTICE, special 
courses in psychiatry, 22. 
COLLEGE OF PHYSICIANS AND SURGEONS, 


recommendations, 33, 53, 54. 

COLUMBIA UNIVERSITY, study relating to cost 
of hospital care, 838. 

COMBINES INVESTIGATION ACT, recommenda- 
tions, 45; inquiry into the manufacture, 
distribution and sale of drugs, 350; drug 
manufacturers and distributors, 647; re- 
search by commercial drug firms, 669; 
expenditure on drug quality control, 678; 
pricing guides, 689; drug imports, 690- 
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692; drug price trends, 693, 694; inter- 
national comparison of drug prices, 696- 
701; pharmacists governing bodies and 
trade associations, 717. 

COMMERCIAL HEALTH INSURANCE, voluntary 
health insurance, 390-392; number of 
persons insured, 392, 727. 

COMMISSIONER OF PATENTS, recommendations, 
43. 

COMMON COLD, estimated cost of illness, 514. 

COMMUNICABLE DISEASES, near-disappearance, 
3; changing concepts of health care, 100; 
problem under control, 157; health prob- 
lems in the North, 222; at the time of 
Confederation, 230; government health 
services, 326; governments current expend- 
itures, 767; expenditures by public author- 
ities, 846. 

COMMUNICATION, changing concepts of health 
care, 103; development of health services, 
231; health services in remote areas, 334; 
organization of the rural medical practice, 
546. 

COMMUNITY HOSPITALS, becoming obsolete, 
620. 

COMMUNITY SERVICES HOME CARE PROGRAM- 
MES, 61; integration of health services, 79; 
health services planning, 665; organized 
home care, 627. 

COMPETITION, health manpower, 241; in drug 
industry, 682-685. 

COMPULSORY EDUCATION, issue of compulsion, 
740. 


COMPULSORY LICENSING, applied to drugs, 705. 

COMPUTERS, unemployment, 759; in hospitals, 
836. 

CONCEPT OF HEALTH CARE, man as an integral 
part of environment, 100. 


CONGENITAL HEART DISEASE, causes of dis- 
ability, 208. 


CONGENITAL MALFORMATIONS, declining mor- 
tality but increase in number of cases, 156; 
percentage cause of disability, 207; share 
of total illness and health care, 212; ex- 
penditures on personal health care, 216, 
217; hospital utilization, 308. See also 
MALFORMATIONS. 

CONNAUGHT MEDICAL RESEARCH LABORA- 
TORIES, brief submitted on manufacture 
and distribution of drugs, 351; foreign 
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control of drug industry, 655; drug research 
contributions, 708. 

CONSOLIDATED MINING AND SMELTING COM- 
PANY, evolution of health insurance, 382. 

CONSULTATIONS, development of health serv- 
ices, 233. 

CONSUMERS, average personal expenditure in 
Canada, 438; demand for health services, 
444; price index of drugs, 693; drug price 
trends, 696; customs tariffs on imported 
drugs, 716; medical insurance, 723; access 
to health services, 725. 

CONSUMPTION, health spending, 499-501; al- 
location of output, 766, 768; governments 
expenditures, 767. 

CONSTRUCTION, economic benefits of health 
services, 496; of hospitals, 595. 

CONTROLLED DRUGS PREPARATIONS, operations 
of drug wholesalers, 648. 

CONVALESCENT BEDS, health facilities and 
services, 300. 

CO-OPERATIVES, voluntary health insurance, 
389; owned by retail druggists, 686; 
average claims, 731. 

COOPERATIVE UNION OF CANADA HEALTH 
SERVICES SOCIETY, brief submitted on manu- 
facture and distribution of drugs, 352. 

CORPORATION INCOME TAX ACT, recommen- 
dations, 42. 

CORRECTIVE LENSES, optical services, 45. 

COSMETICS, Operations of drug wholesalers, 
648. 

COSMETICS AND SUNDRIES, recommendations, 
40. 


costs, record of health spending, 423-436; 
demand for services, 436-445; further 
determinants of spending, 446-456; sources 
of funds for expenditures, 457-472; Cana- 
dian Government expenditures, 480-482; 
international comparison, 482-492; ex- 
penditure trends in perspective, 492; 
economic benefits of health services, 509- 
517; of dental education, 559; of drugs and 
pharmaceutical products, 675-721. 


COTTAGE HOSPITAL AND MEDICAL CARE PLAN, 
health insurance in Newfoundland, 399. 
CRASH PROGRAMME, special Professional 
Training Grants in ophthalmology, 50. 
CREDIT UNION MEDICAL BENEFIT ASSOCIATION, 
voluntary medical care insurance, 389. 
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CRIMINAL CODE, lotteries to assist in financing 
of health services, 87. 

CRIPPLED CHILDREN, public health facilities, 7; 
Health Charter for Canadians, 14; priori- 
ties, 92. 

CRITERIA, measures of health in terms of 
fitness or illness, 139, 140, 141. 

CRUDE DEATH RATE, the life span, 142. 

CUSTODIAL PATIENTS, in mental hospitals, 25. 

CUSTOMS TARIFF ACT, drugs dutiable, 712, 713. 

CYCLOPLEGIC, drug used by optometrists, 47, 
49, 50. 


D 


DALHOUSIE UNIVERSITY, expansion and ren- 
ovation of dental schools, 73; medical 
school graduates, 240; refresher courses, 
255; course in dental hygiene, 283. 

DAMES RELIGIEUSES HOSPITALIERES, beginning 
of health insurance in Canada, 382. 

DEAFNESS, causes of disabilities, 205, 208. 

DEATH, age distribution, 218; health man- 
power, 243. 

DEATH RATE, number of deaths, crude death 
rate, standardized death rate, 142; age- 
proportional death rate, 143; various 
disease groups, 157-202; main causes of 
illness and of health care demand, 215. 

DECENTRALIZATION, of public health services, 
325. 

DEFENCE EXPENDITURES, projected government 
spending, 768, 779. 

DEFENCE RESEARCH BOARD, funds for medical 
research, 667. 

DEFORMITY, prosthetic devices and aids, 59. 

DEMOGRAPHIC FACTORS, provision and organ- 
ization of health services, 107. 

DENTAL ASSISTANTS, health manpower, 285; 
projected expenditures, 822. 

DENTAL AUXILIARIES, recommendations, 36; 
large scale training programme, 75; 
licensed to practise limited, 76; recom- 
mendations, 76, 77; health manpower, 
93, 286; organization of dental practice, 
569; future need of, 594; average earnings, 
822; cost of training facilities, 851. 

DENTAL AUXILIARY ADVISORY COMMITTEE, 
appointment to the Department of Nation- 
al Health and Welfare recommended, 76. 
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DENTAL CARE, total expenditures, 
private health expenditures, 866. 

DENTAL CLINICS, cost allocated to public 
sector, 868. 

DENTAL COLLEGES OR BOARDS, represented on 
Dental Auxiliary Advisory Training Com- 
mittee, 76. 

DENTAL CONSTRUCTION AND 
GRANT, recommendations, 36. 

DENTAL DISEASES, intra-mural research and 
grants to universities, 74; present extent 
very considerable, 157. 

DENTAL EDUCATION, health personnel, facil- 
ities and research, 73-77; Health Facilities 
Development Fund, 78; health sciences 
research, 80; National Health Grant, 90. 

DENTAL EXAMINATION, responsibility of in- 
dividual, 4. 

DENTAL HEALTH, deplorable state in country, 
75; dental care statistics, 209-211; govern- 
ment health services, 327. 

DENTAL HEALTH INDEX, recommendations, 36; 
Health Sciences Research Council, 81. 

DENTAL HYGIENE, changing concepts of health 
care, 101. 

DENTAL NURSES, health manpower, 287. 

DENTAL PROFESSION, health manpower, 256- 
262. 

DENTAL PROGRAMMES, projected expenditures, 
817. 

DENTAL SCHOOL OF MONTREAL, health man- 
power, 257. 

DENTAL SCHOOLS, represented on Dental 
Auxiliary Advisory Training Board, 76; 
training of auxiliaries, 77; facilities, 93; 
health manpower, 257; present capacity, 
258, 261; cost of health services, 469; 
substantial expansion required, 553, 555, 
558: future requirements, 558, 559; capac- 
ity for first-year students, 560; fees and 
loan funds, 561; dentists on staff, 566; per 
capita spending, 791; cost of facilities, 851. 

DENTAL SERVICES, serious shortage of dentists, 
35; accelerated programme for children, 
35; recommendations, 36, 37; for welfare 
recipients, 39; Health Facilities Develop- 
ment Fund, 78; health sciences research, 
80; National Health Grant, 90; “‘most 
likely” projection, 795; cost of facilities, 
851; cost allocated to private sector, 868; 
estimated public and private spending, 869. 


824; 


EQUIPMENT 


316 


DENTAL STUDENTS, recruitment, 559; average 
expenditure, 560; income of parents, 561. 
DENTAL TECHNICIANS, health manpower, 285. 
DENTIST-POPULATION RATIO, health man- 

power, 256. 

DENTISTRY, development of health services, 
231; types of practice, 261; employment 
effects of health services, 497. 

DENTISTS, competitive remuneration, 36; 
distribution of, 38; waste of professional 
talents, 73; supervision of dental auxil- 
iaries, 75; scarcity of dentists, 75; income 
tax deductions for post-graduate studies, 
75; manpower, 93; part of health army, 
233; migration, 259; geographic distribu- 
tion, 259, 260; specialization, 260; mean 
income, 286; international comparison, 
population-personnel ratio, 294; record of 
health spending, 423; the supply of medical 
services, 463; future supply of, 552-576; 
average income, 563; cost of establishing 
dental practice, 564; organization of 
practice, 565; percentage distribution, 
566, 568; personnel requirements for 
children’s dental programme, 572; pro- 
jected supply and population-ratio (1961- 
1991), 593; provincial pharmacy acts, 717; 
average increase of income, 817; income 
will continue to increase, 820; average 
gross income, 821; average annual percent- 
age charge, 823. 

DENTISTS’ SERVICES, estimated contribution to 
growth rate of spending, 461; projected 
expenditures, 817; estimated cost, 818. 

DENTURES, record of health spending, 423. 


DEPARTMENT OF MEDICAL ECONOMICS, prob- 
lems involved in subsidies, 734. 


DEPENDANTS AGE GROUP, projected popula- 
tion, 118, 119. 


DEPRECIATION, On value of health services 
buildings and fixed equipment, 57; drug 
costs and prices, 676. 


DEPRESSION, changing income of Canadians, 
122; demand for health services, 442. 


DERMATOLOGY, development of health serv- 
ices, 233; 


DESCARTES, Changing concepts of health, 97. 
DETERRENT FEES, recommendations, 57. 


DEVELOPING COUNTRIES, Canada’s obligation 
in training of health personnel, 77; French- 
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speaking health personnel, 77; health 
manpower assistance, 240. 

DIABETES, unsolved health problem, 
number and rate of deaths, 176. 

DIAGNOSIS, Mental illness, recommendation, 
24; visual deficiency, 45; changing concepts 
of health care, 99; measuring health in 
terms of illness, 140; tuberculosis, 319. 

DIETARY SUPPLEMENTS, government health 
activities, 328. 

DIETITIANS, part of the health army, 233; 
health manpower, 281, 282, 283; median 
annual salaries, 587. 

DIGESTIVE SYSTEM DISEASES, little change from 
1951 disease level, 156; rates in mortality 
and hospital separations, 189; demand for 
selected services, 190; percentage cause of 
disability, 207; share of total illness and 
health care, 212; expenditures on personal 
health care, 216, 217. 

DIPHTHERIA, cases and deaths, (1942-1961), 
162. 

DIPLOMA NURSE, 
584, 585. 

DIRECT RELIEF, projected trends in transfer 
payments, 782. 

DISABILITY, main health problems, 141; the 
handicapped, 203; estimated number, age 
groups, severity and primary causes, 205- 
208; reduction of disabling illness, 503, 
504. 

DISABLED, THE, receiving fruits of economic 
progress, 123, 124; development of health 
services, 232. 

DISEASE-ORIENTED GRANTS, 89. 

DISEASE-PREVENTING DRUGS, 39. 

DISPENSARIES, retail distribution of drugs, 649. 

DISTRIBUTORS, importation of brand name 
drugs, 711. 

DIXON, PROF. BRIAN, drug prices and costs, 
679; drug price trends, 693, 695, 696. 

DOMINION BUREAU OF STATISTICS, health 
statistics, 82, 83; data on mental health 
facilities, 318; drug expenditures data, 349; 
statistics on drug industry, 641, 643, 644, 
647, 651; price index for prescriptions, 
693; data on income, 736; average price of 
prescriptions, 830. 

DOMINION COUNCIL OF HEALTH, represented 
on Dental Auxiliary Advisory Training 
Committee, 76. 


156; 


educational programme, 
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DOMINION-PROVINCIAL CONFERENCE ON RE- 
CONSTRUCTION, mental hospital beds, 312; 
health insurance and the federal govern- 
ment, 402. 

DONATIONS, direct drug selling expenses, 661. 

DRUG ADDICTION, Health Charter for Ca- 
nadians, 12; recommendations, 27, 28; 
Health Facilities Development Fund, 78; 
health sciences research, 80; National 
Health Grant, 90. 

DRUG ADVISORY COMMITTEE, recommenda- 
tions, 41; drugs as a health service, 370- 
372; importance of role, 370-372; vol- 
untary restraint of drug prices, 721. 

DRUG BRAND NAMES, and their generic equiv- 
alent, 692; Trade Marks Act, 710-712. 

DRUG EXPENDITURES, figures for 1961, 348. 

DRUG FORMULARY, absence in Canada, 341; 
standards of identity, purity and quality 
of drugs, 372-377; national compendium 
of drugs in Canada, 373; generic name 
products, 374; provincial drug formularies, 
“ey 

DRUGGISTS, see also PHARMACISTS. 

DRUG IMPORTS, effect on drug prices in 
Canada, 692; licensing under Patent Act, 
692. 

DRUG INDUSTRY, largely foreign controlled, 
339; existing patterns of manufacture and 
distribution, 643-657; foreign control of 
industry, 655; domestic production and 
imports, 657, 658; advertising and pro- 
motion, 658-666; research and develop- 
ment, 666-671; physician and drug pre- 
scription, 671-674; drug costs and prices, 
675-721; competition, 682; lower drug 
prices, 690, 709; customs tariffs and 
dumping duties, 714; voluntary restraint 
of drug prices, 719. 

DRUG INFORMATION SERVICE, to assist medical 
and pharmaceutical professions, 377-379. 

DRUG INSPECTION, recommendations, 53. 

DRUG MANUFACTURERS, pricing of drugs, 
349. 

DRUG MERCHANDISING, advertising and pro- 
motion of drugs, 659, 660. 

DRUG PRICES, international comparison, 696. 

DRUG RESEARCH, tariffs on equipment, 716. 


DRUG RETAILERS, retail distribution of drugs, 
651-655; comparison of prices paid for 
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certain drugs, 684, 686; variations in drug 
prices, 687; use of manufacturers’ list 
price, 687; dispensing fee, 688; price 
lists and coded prices, 689, 690. 

DRUGS, anti-dumping regulations, 43; fed- 
eral purchases, 44; bulk purchasing for 
hospitals and public agencies, 44; narcotics 
and control drugs, 44; cost-prices analyses 
recommended, 44; compulsory licensing of 
imported, 44; review of tariff items on, 
44; tenders for, 45; fiscal and procurement 
policies, 45; up-to-date statistics, 45; as a 
health service, 339-377; definition of 
drugs, 343; role of drugs in modern health 
service, 344-349; public interest, 350, 
351; consumer expenditures on prescrip- 
tion drugs, 352-354; quality of drugs, 
366-369; Drug Advisory Committee, 370; 
Pharmacopoeia and National Drug For- 
mulary, 372-376; drug information service, 
377; expenditures on advertising and 
promotion, 379; average personal ex- 
penditure in Canada (1927-1961), 438, 
439; principal types of manufacturers, 
644; competitive products, 646, 647; 
wholesale distribution, 647-649; retail 
distribution, 649-655; sales volume in 
pharmacies, 651; standardization in mar- 
keting, 655; selling expenses, 661; regula- 
tion of advertising, 674; components of 
prices and costs, 675-690; drugs imported 
and manufactured in Canada, 690-692; 
price trends, 693-696; international com- 
parison of prices, 696-701; Patent Act, 
701-709; abolition of patents recom- 
mended, 709; Trade Marks Act, 710-712; 
tariffs, 712-716; legislation, 716-718; vol- 
untary price restraint, 719-721; costs of 
premiums for health services, 735; per 
capita spending, 790; “most likely” pro- 
jection, 795; projected expenditures, 828. 

DRUG THERAPY, mental health facilities, 313; 
increasing use suggested, 346; advances in 
recent years, 523; bed requirements of 
hospitals, 596. 

DRUG TRADING COMPANY LIMITED, 686. 


DRUG WHOLESALERS, Trade Marks Act, 
710-712. 

DUBOS, RENE, the Garden of Eden, 103. 

DUMPING DUTIES, imported drugs, 714-716. 
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DUTIES, drug costs and prices, 677; drugs 
dutiable, 713-716. 
DYMOND DRUGS LTD., 669. 


E 

EAR SPECIALISTS, development of health 
services, 233. 

ECOLOGY, Health Sciences Research Council, 
79. 

ECONOMIC ANALYSIS, government’s current 
expenditures, 767. 

ECONOMIC BENEFITS OF HEALTH SERVICES, 
health services and economic growth, 495; 
employment effects of health services, 496— 
499; health spending, 499-501; indirect 
benefits, 507; value of health services, 508; 
estimated cost of illness, 509-515. 

ECONOMIC GROWTH, factors of, 500; health 
essential to, 504-507; development of 
government, 772; most significant in 
Canada, 856; balance between private and 
public expenditures, 862. 

ECONOMIC PROJECTIONS, meaning, 749-751. 

ECONOMIC PROSPECTS, ROYAL COMMISSION ON 
CANADA’S, unemployment, 760. 

EDMONTON GROUP HOSPITALIZATION, evolu- 
tion of health insurance, 383. 

EDUCATING HEALTH PERSONNEL, cost of hospi- 
tal care, 834. 

EDUCATION, health personnel, 69; fundamen- 
tal purpose of medical education, 251; of 
the dentist, 261, 262; university schools of 
nursing, 277; demand for health services, 
434; economic benefits of health care, 504; 
increasing demand for services, 522; in 
depression, 763; government’s current ex- 
penditures, 767; educational facilities, 
expenditures, 851. 

EGYPTIANS, changing concepts of health, 97. 

ELASTIC SUPPORTS, Operations of drug whole- 
salers, 648. 

ELDERLY AGE GROUP, projected population, 
118, 119. 

ELECTRICAL MACHINERY, economic benefits of 
health services, 496. 


ELECTRONICS, unemployment, 759. 


ELEMENTARY SCHOOLS, trends in field of edu- 
cation, 116; projected population, 118, 119. 
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ELI LILLY & COMPANY (CANADA) LIMITED, 
646, 655, 669, 686, 694. 

EMIGRATION, proportion of people over 50, 
148; changing structure of population, 112. 

EMPLOYEE BENEFITS, drug costs and prices, 676. 

EMPLOYER-EMPLOYEE, medicare prepayment, 
86. 

EMPLOYMENT, Of married women and young 
adults, 123; paramedical personnel, 281; 
health insurance and the federal govern- 
ment, 399; economic benefits of health 
services, 496-499; consumption of goods 
and services, 770; in 1991, 788; private 
and public expenditures, 860. 

ENDOCRINE SYSTEM DISEASES, mortality and 
hospitalization trend, 175; percentage cause 
of disability, 207; share of total illness and 
health care, 212; expenditure on personal 
health care, 216, 217; hospital utilization, 
308. 

ENGEL’S LAW, cost of health services, 437; 
applies to health services, 794. 

ENGLAND, general health conditions data, 
150; maternal mortality rate, 192; develop- 
ment of health services, 231; Beveridge 
Report, 232. 

ENROLMENT, in universities by age groups, 
LEG sb 7 120: 

ENTERTAINMENT, and health services, 436; in- 
creasing demand for services, 522. 


ENVIRONMENT, and health services, 7, 100; 
government health services, 325. 

ENVIRONMENTAL SANITATION, health expend- 
itures by public authorities 846; growth 
of spending, 848. 

EPIDEMIC DISEASES, a thing of the past in 
Canada, 154; first boards of health estab- 
lished, 230; Irish immigrants, 230. 

EPIDEMIOLOGY, Health Sciences Research 
Council, 79; government health services, 
329. 


EQUIPMENT, development of health services, 
231; medical group practice, 250; of 
hospitals, 595. 

ESKIMOS, federal responsibility, 9; health 
problems in the North, 222-225; health 
facilities and services, 297; tuberculosis 
services, 320, 321; government health 
services, 324; number of persons insured, 
ToT. 
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ESSENTIAL OILS, Operations of drug whole- 
salers, 648. 

ETHICAL DRUGS, dumping duty rules, 716. 

ETHNIC BACKGROUND, changing concepts of 
health care, 100. 

ETIOLOGY, Health Sciences Research Council, 
79. 

EUROPE, physicians attracted to Canada, 814. 

EVIL SPIRITS, changing concepts of health, 97. 

EVOLUTION, of health insurance in Canada, 
351, 382. 

EXAMINATION, responsibility of the individual, 
4. 

EXCISE AND SALES TAX, drug costs and prices, 
676, 682. 

EXERCISE, responsibility of individual, 4; 
changing concepts of health care, 101. 

EXPENDITURES ON DENTAL CARE, average an- 
nual percentage charge, 823. 

EXPENDITURES ON MEDICAL CARE, average 
annual percentage charge, 812. 

EXPORTS, Canada’s growth prospects, 750. 

EYE CARE, extensive public programme, 45; 
related responsibility of the optometrist, 
290; expenditures, 848. 

EYE CLINICS, in Canadian Forces Medical 
Services, 49. 
EYE SPECIALISTS, 
services, 233. 
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FACILITIES, to produce health services and 
health personnel, 93. 


FACTORY LIFE, health essential to economic 
progress, 505. 


FACULTY MEMBERS, part-time teaching in 
medical schools, 251. 


FACULTY OF PHARMACY, UNIVERSITY OF 
TORONTO, brief submitted on manufacture 
and distribution of drugs, 352. 


FAIR TRADE PRICE, international comparison 
of drug prices, 700. 

FAMILIES, THE, average size, 111; changing 
concepts of health and human happiness, 
103; projected population, 118, 119; 
decline of farm families, 123; low income 
category, 125; percentage income distribu- 
tion, 128, 129; family formation, 442, 443; 
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problems involved in subsidies, farm 
families, 737; private health expenditures, 
864. 

FAMILY ALLOWANCES, higher health expend- 
itures, 445; projected trends in transfer 
payments, 782; private health expendi- 
tures, 864. 

FAMILY DOCTOR, 
services, 233. 


development of health 
FAMILY PHYSICIAN, diagnosis and treatment 
of psychiatric conditions, 318. 


FAMILY RELATIONS, affecting patient’s health, 
101. 


FARM AREA, number requiring subsidy, 739. 


FATAL DISEASES, control of infectious diseases, 
141. 

FEDERAL GOVERNMENT, hospital construction 
grants, 56; charges for hospitalized welfare 
recipients, 58; Health Facilities Develop- 
ment Fund, 78; financing of personal health 
services programme, 84, 86; financial par- 
ticipation in health care programme, 87; 
public health insurance, 399-404; distri- 
bution of dentists, 566; research in drug 
field, 671; funds for medical research, 667; 
strengthening of drug administration, 674; 
voluntary restraint of drug prices, 719, 720; 
proportion of spending on health, 870; in- 
tegrated and co-operative planning of 
health services, 872. 

FEDERAL HOSPITALS, projected government 
spending, 779. 

FEDERAL-PROVINCIAL CONFERENCES, hospital 
services, 51; administrative and fiscal plan- 
ning of the Health Services Programme, 91. 

FEDERAL-PROVINCIAL CO-OPERATION, Health 
Services Programme, 18, 19. 

FEDERAL-PROVINCIAL HEALTH SERVICES PRO- 
GRAMME, scope of government action, 726. 

FEDERAL SALES TAX, international comparison 
of drug prices, 699, 700. 

FEE-FOR-SERVICE SYSTEM, payment of medical 
services, 29; medical practice in North 
America, 249; method of remunerating 
the physician, 542. 

FEE SCHEDULES, cost of health services, 424, 

FEES, schedule of maximum fees, recommend- 
ation, 34. 

FELLOWSHIPS, medical schools, 241. 


320 


FEMALE LABOUR FORCE, distribution of mar- 
ried female labour force, 271. 

FEMALE PROFESSIONS, all professional persons 
employed in Canada, 281, 282. 

FEMALE WAGE EARNERS, in low earning range, 
130, 131. 

FERTILITY RATES, Changing structure of popu- 
lation, 107-109. 

FIELD PERSONNEL, development of health 
services, 234. 

FILLINGS, dental auxiliaries, 75, 76. 

FINANCES, provision of health service in 
future, 94, 95. 

FINANCING AND PRIORITIES, prepayment in 
personal health field, 83; personal health 
services programme provincially adminis- 
tered, 84; federal participation, 84, 87; 
provincial lotteries, 87; recommendations, 
88. 

FIREMEN, measures of health in terms of 
fitness, 140. 

FIRE PROTECTION, governments current ex- 
penditures, 767; projected government 
spending, 779. 

FIRST-AID PRODUCTS, 
wholesalers, 647. 

FITNESS, standards of health for certain 
duties, 140. 

FLOATING CLINIC, 
services, 337. 

FLUORIDATION, prevention of dental caries, 
37; recommendations, 37, 38; dental edu- 
cation, 73; provincial health departments, 
327; reduction of dental decay, 575. 

FOOD, average personal expenditure in 
Canada, 438, 439. 

FOOD ADDITIVES, 
health, 102. 


FOOD AND DRUG ACT, recommendation, 44; 
government health services, 326; definition 
of a drug, 343; drug formularies, 373; 
operations of drug wholesalers, 648; legis- 
lative control of sale and distribution of 
drugs, 717, 718; Medicare prescriptions in 
Manitoba, 718. 

FOOD AND DRUG CONTROL, 
health services, 326. 

FOOD AND DRUG DIRECTORATE, recommend- 
ations, 42, 44; concerned with quality of 
drugs in Canada, 366-370; importance of 


operations of drug 


Newfoundland, health 


detrimental effects on 


government 
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role, 370-372; drug information service, 
377; clinical testing in Canada, 708; 

FOOD AND DRUG REGULATIONS, health services 
performed by the federal government, 872. 

FOOD INSPECTION, public responsibility, 7. 

FOOD SAMPLES, government health activities, 
328. 

FOREIGN CONTROL, of Canadian drug indus- 
try, 655-656. 

FOREIGN MEDICAL STUDENTS, 
Medical Schools, 72. 

FOUNDATIONS, Health Sciences Research 
Council, 81; for medical research, 667. 

FOX, HAROLD G., Q.c., Trade Marks Act, 710, 
Ail 

FRANK W. HORNER LIMITED, 646, 655. 

FRATERNALS AND CO-OPERATIVES, number of 
persons with medical insurance, 728-729; 
average claims, 731. 


in Canadian 


FRAUD, government food and drug control, 
326. 

FREEDOM OF CHOICE, 
Canadians, 11. 


Health Charter for 


FREE TUITION, hospital schools of nursing, 64. 


FRENCH LANGUAGE, University Schools of 
Nursing, 68. 


FRONTIER MEDICINE, Memorial 
St. John’s, 70. 


FROSST & CO., CHARLES E., 646, 655, 669, 685. 


FULLER, PROF. H. J., retail distribution of 
drugs, 651, 830. 


University, 


G 


GALLBLADDER DISEASES, mortality rate and 
frequency of hospitalization, 188—190. 


GARBAGE DISPOSAL, goverment’s current ex- 
penditures, 767. 


GARDEN OF EDEN, changing concepts of health 
care and human happiness, 103. 


GASTRO-ENTERITIS, death rate, 189. 

GATT, drugs dutiable, 713. 

GEIGY PHARMACEUTICALS, DIVISION OF GEIGY 
(CANADA) LIMITED, 646. 

GENERAL AND MARINE HOSPITAL, first hospital 
school of nursing, 231. 

GENERAL HOSPITAL CAPITAL, cost allocated to 
private sector, 868. 
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GENERAL HOSPITAL FACILITIES, projected ex- 
penditures, 848. 

GENERAL HOSPITALS, psychiatric units, 315; 
integration of mental and _ tuberculosis 
hospitals, 831. 

GENERAL PRACTITIONER, the physician in the 
past, 230. 

GENERAL PUBLIC HEALTH GRANT, general 
public health activities and services, 89. 
GENERAL SURGERY, development of health 

services, 232. 

GENERIC NAME DRUGS, advertising and pro- 
motion, 658-660; wider use recommended, 
690; imports from Europe, 692; compared 
to equivalent brand names, 692. 

GENITO-URINARY SYSTEM DISEASES, substantial 
decline in mortality, 156; percentage cause 
of disability, 207; share of total illness and 
health care, 212; expenditures on personal 
health care, 216, 217; hospital utilization, 
308. 

GEOGRAPHIC AREA, changing concepts of 
health care, 100. 


GIFT SHOPS, in hospitals, 58. 

GILBERT, DR. JULES R., drug imports, 691. 

GIRLS, recruitment of nurses, 577; occupation 
chosen, 578. 

GLASSES, provided to children, 50; projected 
cost, 824; estimated cost, 826; cost allo- 
cated to private sector, 868. 


GOVERNMENT, development of health services, 
231, 232; distribution of physicians, 249; 
health services, 324-329; sources of funds 
for health expenditures, 473; increase in 
spending for health care, 480-482; opera- 
tion of modern industrial societies, 522; the 
education of nurses, 585; adequate health 
services planning, 605, 606; costs and prices 
of drugs, 642, 643; sales of drugs to, 647; 
retail distribution of drugs, 649; wider use 
of generic name drugs, 690; health insur- 
ance and government action, 723-745; un- 
employment, 759; universal agency in the 
nation, 771; past and projected expendi- 
tures, 771-786; revenue available to, 859; 
total revenue, 863. 


GOVERNMENT EMPLOYEES, projected govern- 
ment spending, 779. 

GOVERNMENT EXPENDITURES, and _ transfer 
payments in constant dollars, 775; by 


a2) 


levels of government, 777; on goods and 
services, 780; on transfer payments and 
subsidies, 782-784; projected total, 784- 
786. 

GOVERNMENT FUNDS, subsidize family heads 
or individuals, 725. 

GOVERNMENT POLICIES, economic projections, 
750. 

GOVERNMENT SERVICES, measures of health in 
terms of fitness, 140. 

GOVERNMENT-SPONSORED HEALTH 
summary and conclusions, 741. 

GRADUATES, medical schools, 240. 

GRANTS-IN-AID OF EDUCATION, per capita 
spending, 791; expenditures, 851-852; cost 
allocated to the public sector, 868; esti- 
mated private and public spending, 869. 

GREAT BRITAIN, dental auxiliaries, 75, 76. 

GREEKS, changing concepts of health, 97, 98. 

GREEN BOOK!, foreign control of drug indus- 
try, 655, 656; drug industry profits, 680; 
international comparison of drug prices, 
696-701; exports of patented protected 
drugs, 706. 

GREEN SHIELD PLAN, insurance covering. 
drugs alone, 358-360; prescribing experi- 
ence, 830. 

GROOMS, changing structure of population, 
110. 


GROSSE ISLE, quarantine station set up, 230. 


GROSS NATIONAL EXPENDITURE, on health 
care in western nations and Canada, 84, 
85; percentage cost of health services, 
425-431; proportion devoted to health 
services, 790; health expenditures as a 
percentage, 797; proportion on health 
services and health capital rising slightly, 
806. 

GROSS NATIONAL PRODUCT, health services 
and economic growth, 495; expenditures 
on prescribed drugs, 693; projected 
government spending, 749; economic 
projections, 752; projected growth of total 
real output, 763-765; current dollars pro- 
jections, 765, 766; future allocation of 


SERVICES, 


(1) GREEN BOOK Report concerning the 
Manufacture, Distribution and Sale of Drugs, 
Restrictive Trade Practices Commission, Depart- 
ment of Justice, Ottawa. Available from the 
Queen’s Printer, $5.00. 
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output, 767; in 1991, 788; private and 
public expenditures, 860; the level of 
taxation, 862; funds for private and public 
spending, 864. 

GROUP CONTRACTS, commercial health insur- 
ance, 390; number of persons with medical 
insurance, 728. 

GROUP PRACTICE, health manpower, 250; 
organization of medical practice, 544; 
quality of medical care, 550; bed require- 
ments of hospitals, 596. 

GROUP PRACTICE CLINICS, recommendations, 
34. 

GYNAECOLOGY, development of health sery- 
ices, 233; 


H 


HABILITATION, babies with congenital defects, 
634. 

HAMIOTA MEDICAL GROUP, CO-operative group 
medical practice, 546, 547. 

HANDICAPPED, THE, more effective rehabil- 
itation procedures available, 157; main 
health problems, 203-209; rehabilitation 
services, 637. 

HANDICAPPED, 
329-332. 


HARELIP, care of the handicapped, 208. 


voluntary health services, 


HEALTH, proportion of government spending 
on, 870. 

HEALTH AND WELFARE, DEPARTMENT OF, 
shareable costs of medical education, 71. 


HEALTH AND WELFARE, MINISTER OF, man- 
ufacture and administration of drugs, 342. 


HEALTH AND WELFARE, DEPARTMENT OF, 
increased spending on drugs in Canada, 
345; analyses of drug expenditures data, 
349. 

HEALTH APPLIANCES, 
wholesalers, 648. 
HEALTH CAPITAL, projection of output, 790; 
per capita spending, 790; ‘‘most likely” 
projection, 795; per capita expenditure, 
795; real per capita spending, 797; es- 
timated expenditure, 798; current dollar 
projection of spending, 800; projected 
expenditures, 802, 803; estimated growth 
rate, 804; projected per capita spending, 
805; per capita cost to rise, 807; projected 
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expenditure, 848; financing of health 
services, 866; estimated private and 
public spending, 869; estimated public 
spending, 876-877. 


HEALTH CARE, changing concepts, 97; New- 
foundland outports, Alaska Highway 
settlements, northern and Arctic regions, 
121; increasing demand for services, 
522; projected expenditures, 789; in- 
creasing expenditures, 868. 


HEALTH CARE PROGRAMME, future increase in 
health expenditures, 749. 


HEALTH CHARTER FOR CANADIANS, 11, 12; 
prepayment in the personal health care 
field, 83; means financing, 86. 


HEALTH EDUCATION, changing concepts of 
health care, 101; government health 
services, 327; per capita spending, 791; 
expenditures by public authorities, 846; 
financing of health services, 866. 


HEALTH EDUCATION GRANTS, expenditures, 
848. 


HEALTH EXPENDITURES, prospect of rich divi- 
dends, 6; rising costs of health services, 
424, 425; percentage of Gross National 
Expenditure, 426-431; total expenditures, 
(1947-1961), 434; average annual percent- 
age change in expenditures (1926-1961), 
441, 442; all health services and hospital 
capital (1947-1961), 453; on individual 
health services, 457-472; methods of 
financing, 473-480; international com- 
parison, 481-492; changing trends in 
government expenditures, 771; projections, 
789; projected total, 801; private and 
public spending, 864, 865; estimated 
private and public spending, 867. 


HEALTH FACILITIES AND SERVICES, hospitals, 
298; mental health facilities, 309; tuber- 
culosis facilities, 319; international com- 
parison, 322; health services, 323; summary 
of developments, 338. 


HEALTH FACILITIES DEVELOPMENT FUND, federal 
capital grants for university schools of 
nursing, 68; funds for renovation of medical 
schools recommended, 71; expansion and 
renovation of dental schools, 73; new den- 
tal schools, 73; construction of five new 
dental schools, 74; federal assistance, rec- 
ommendations, 78; federal grants, 90. 
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HEALTH GRANT ACTS, pattern for financing 
health programmes, 872. 

HEALTH GRANTS, allocated to the public sec- 
tor, 868. 

HEALTH HAZARDS, 
health care, 102. 

HEALTH INDUSTRY, skilled professional and 
technical personnel, 116; development of 
modern health services, 234; contribution 
to economic growth, 759; significant role 
in economic growth, 856. 

HEALTH INSURANCE, 10; evolution in Canada, 
381-385; voluntary health insurance, 386- 
392, 727-733; public health insurance, 393- 
403; National Health Grants Programme, 
404; public hospital insurance, 405; gov- 
ernment action, 725-745; objectives and 
methods, 723-726; problems involved in 
subsidies, 734-740; issue of compulsion, 
740; summary and conclusions, 740-745; 
administrative cost, 844; payroll deduc- 
tions, 864; administrative costs, 866-868. 

HEALTH INSURANCE ADMINISTRATION COST, 
estimated private and public spending, 869. 

HEALTH INSURANCE ASSOCIATION, proposals, 
742. 

HEALTH MANPOWER, medical profession, 237-— 
255; dental profession, 256-262; nursing 
profession, 263-279; paramedical person- 
nel, 280-282; paradental personnel, 283- 
288; pharmaceutical profession, 289; op- 
tometrists, 290, 291; current supply of 
health personnel, 292. 

HEALTH OCCUPATIONS, number of personnel 
in selected groups, 281, 282; median annual 
salaries (1956-1962), 587. 

HEALTH PERSONNEL, education of health pro- 
fessions, 8; distribution, 9; remuneration, 
12; provision of educational facilities, 12; 
crash programmes, 14; nurse education 
and recruitment, 62; the apprenticeship- 
type system, 63; two categories needed, 63; 
care of psychiatric nurses, 63; hospital 
school of nursing, 64; nursing education 
advisory committees, 65; university school 
of nursing, 66; recommendations, 67, qT: 
current supply, 292; population per physi- 
cian, dentist, nurse and pharmacist, 2935 
international comparison, 294; record of 
health spending, 423; expenditures on 
educating, 472; present problems and 


changing concepts of 


323 


future requirements, 521-592; organized 
home care, 625. 


HEALTH PLANNING, changing concepts of 
health care, 101; record of health spending, 
423; adequate health facilities and services, 
605, 606. 


HEALTH PLANNING COUNCILS, duplication of 
specialized equipment and personnel, 54. 


HEALTH PROBLEMS IN CANADA, a general pic- 
ture and summary, 154, 155, 156, 157. 


HEALTH PROFESSIONS, education and self- 
regulation, 53; university grants, 77; pre- 
paying medical services, 723. 

HEALTH PROFESSIONS EDUCATION GRANT, 
federal operating grants for university 
schools of nursing, 68. 


HEALTH PROFESSIONS UNIVERSITY GRANTS, 
nurse education, 68, 77; medical education, 
72, 77; dental education, 74, 77; through 
the Federal University Grant, 77. 


HEALTH PROGRAMMES, projected trends in 
transfer payments, 782. 


HEALTH RESEARCH, record of health spending, 
423; decline in mortality and morbidity, 
505, 506; per capita spending, 791; expend- 
itures by public authorities, 846; financing 
of health services, 866; performed by 
federal government, 872. 


HEALTH RESOURCES, expanding demand for 
medical and hospital services, 466-468. 


HEALTH SCIENCES CENTRES, new approach to 
university medical education, 254; dental 
education, 262; future supply of physi- 
cians, 533. 

HEALTH SCIENCES RESEARCH COUNCIL, research 
into the causes of mental illness, recom- 
mendation, 23; 36; research grants in 
ophthalmology, 50; creation and distribu- 
tion of prosthetic devices, 60;research asso- 
ciateships, 72; programme of improved 
health statistics recommended, 83; priority 
recommended for enaction of necessary 
legislation, 92; economic benefits of health 
services, 517; drug research programme, 
671. 

HEALTH SERVICES, prepayment of, 9-12; con- 
centration of population in urban centres, 
121; factors affecting health status of 
Canadians, 229; government, 324; volun- 
tary, 329; community, 333; for selected 
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groups, 333; in remote areas, 334; cost of, 
423-493; economic benefits of, 495-517; 
role of government, 725; ability of volun- 
tary insurance to provide universal com- 
prehensive coverage, 727; number of 
persons insured, 727; costs of premiums, 
735; government-sponsored, 741; issue of 
compulsion, 740; projection of output, 790; 
rapid increase in per capita spending, 791; 
“most likely’ projection, 795; per capita 
expenditure, 795; real per capita spending, 
797; estimated expenditure, 798; current 
dollar projections of spending, 800; 
estimated expenditures, 802, 803; esti- 
mated growth rate, 804; projected percapita 
spending, 805; per capita cost to rise, 807; 
financing of, 859-879; main responsibility 
in the private sector, 872, grants-in-aid, 
873; estimated public spending, 876, 877; 
principles and recommendations, 3-13; the 
people, their health status, 107-225; the 
existing health services complex, 229-516; 
present problems and future requirements, 
521-740; future health costs and the 
Canadian economy, 749-879, 


HEALTH SERVICES ACT, MANITOBA, 397. 


HEALTH SERVICES APPROACH, paying for 
health services, 723-725. 

HEALTH SERVICES COMPLEX, development of 
health services, 229; manpower, 237; drugs 
as a health service, 339; evolution of 
health insurance in Canada, 381; cost, 423; 
economic benefits, 495. 

HEALTH SERVICES INDUSTRY, economic growth, 
495. 

HEALTH SERVICES PROGRAMME, 11, 41; Gross 
National Expenditure, 84, 85, 86; priorities 
for the implementation of various parts, 91; 
priorities, 92; modern rehabilitation serv- 
ices and devices, 639; best solution for 
Canada, 743; substantial demands for 
funds, 745. 

HEALTH SERVICES RESEARCH COUNCIL, absence 
of adequate data, 79; new disciplines, 79; 
integration of health research grants and 
functions, 80; recommendations, 80, 81. 

HEALTH SPENDING, consumption or invest- 
ment, 499-501; summary, 853. 


HEALTH STATISTICS, health sciences research, 
80; inadequacies and lack of co-ordination, 
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82; recommendations, 83. See also STATIS- 
TICS. 

HEALTH STATUS OF THE CANADIAN PEOPLE, 
mortality and life span, 142; main health 
problems, 54; relative magnitude of 
problem, 211; impact of illness at various 
ages, 217; health problems of the North, 
220; concluding summary, 225. 

HEALTH WORKERS, educational facilities, a 
public responsibility, 8. 

HEARING AIDS, record of health spending, 423. 

HEART DISEASE, Changing concept of health 
care, 101; primary causes of disabilities, 
205. 

HELICOPTERS, Organization of medical prac- 
tice, 547. 

HEPATITIS, unsolved health problem, 156; 
cases reported, (1952-1961), 165. 

HERNIA, demand for selected services and 
mortality rate, 188-190. 

HIGH SCHOOL AGE GROUP, projected popula- 
tion, 118, 119. 

HINCHLIFFE COMMITTEE, voluntary restraint of 
drug prices, 720. 

HIPPOCRATIC CORPUS, changing concepts of 
health, 97. 

HISTORY, Of health and health services in 
Canada, 229. 


HOFFMANN—LA ROCHE LIMITED, 669. 


HOLLINGER CONSOLIDATED GOLD MINES, evolu- 
tion of health insurance, 382. 

HOME CARE, integration of health services, 79; 
bed requirements of hospital, 596; lack of 
programmes, 601; effectiveness of health 
services, 608; organized home care, 624- 
633; services provided, 625-629; patients 
and their conditions, 629, 630; costs, 630- 
632; percentage distribution of home care 
patients, 629; average number of nursing 
visits, 630. 

HOME CARE SERVICES, 56, 60; visiting nursing, 
60, footnote; Blue Cross Plan of New York, 
61; financing of home care programmes, 
61, 62; recommendations, 61, 62; National 
Health Grant, 90. 


HOME MAKERS, Community health services, 
333. 


HOME MAKING, organized health care, 627. 
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HOME NURSING, percentage, various disease 
groups, 157-202; main causes of illness and 
of the demand for health services, 215; 
organized home care, 626; private health 
expenditures, 866. 

HOME NURSING CARE, projected expenditures, 
840; introduction of programme of pre- 
scription glasses, 844; allocated to the 
public sector, 868. 


HOME NURSING _ SERVICES, 77; 
development of health 234, 


HOMES FOR THE AGED, development be 
accelerated, recommendation, 26. 


HOUSEHOLD OPERATIONS, average personal 
expenditure in Canada (1927-1961), 438, 
439. 

HOSPITAL ACCREDITATION COUNCIL, increased 
grants recommended, 53; granting of 
hospital privileges to physicians, 54. 

HOSPITAL ASSOCIATIONS, statistics on complica- 
tions and surgical operations, 54. 

HOSPITAL BASED HOME CARE PROGRAMMES, 
new functions to hospitals, 836. 


HOSPITAL BEDS, physicians’ services, 298; 
development of health services, 234; 
future need of, 595; overuse and underuse, 
604; measures of determining bed require- 
ments, 608; estimated beds set up for the 
mentally ill (1961-1971), 612; estimated 
stock of beds and occupancy rates (1961- 
1971), 614-617; significant changes expec- 
ted, 620, 621. 


HOSPITAL CAPITAL, cost of health services, 471. 


HOSPITAL CARE, estimated days per 1,000 
persons, 600; estimated days per 1,000 
persons for mentally ill, 613; “most 
likely” projection, 795; projected expend- 
itures, 831; volume in general and special 
hospitals, 832; most significant item of 
health spending, 832; historical trend of 
per diem cost, 833; estimated cost, 833, 
834; per diem cost, 845. 

HOSPITAL CONSTRUCTION, since 1948, 8; 
rising costs and government financing, 9; 
basic considerations, 606; estimated new 
construction (1966 and 1971), 616-619; 
expenditures, 851. 

HOSPITAL CONSTRUCTION GRANTS, Dental 
Construction and Equipment Grant, 36, 
56, 78: construction, expansion and 


diabetics, 
services, 
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renovation of university hospitals, 71; 
for the provision of health facilities, 89; 
mental hospital facilities, 312; bed-pop- 
ulation ratio, 607. 

HOSPITAL DAYS, percentage, various disease 
groups, 157-202; main causes of illness 
and of the demand for health services, 215. 

HOSPITAL DENTAL DEPARTMENTS, 
mendation, 39. 


recom- 


HOSPITAL DRUG FORMULARIES, Widely used 
across Canada, 374. 


HOSPITAL EQUIPMENT, development of health 
services, 234. 


HOSPITAL FACILITIES, international compar- 
ison, 322, 323; projected expenditures, 
848; total expenditures, 849; estimated 
expenditures, 850. 


HOSPITAL FOR THE MENTALLY ILL, 
allocated to the public sector, 868. 


HOSPITAL GRANTS, government transfer pay- 
ments, 772. 


HOSPITAL INDUSTRY, part-time female work- 
ers, 497. 


HOSPITAL INSURANCE, students as part of the 
nursing service, 64, 65; responsibility of 
federal and provincial governments, 723. 

HOSPITAL INSURANCE ACT, projected expend- 
itures on hospital care, 831. 


HOSPITAL INSURANCE ACT, B. C., 408. 


HOSPITAL INSURANCE AND DIAGNOSTIC SERV- 
ICES ACT, recommendations, 25, 26, 30, 
51; care of patients by registered nurses, 
54; home care services, 61; health workers 
subsidized while in training, 66; hospitals 
associated with medical schools, 70; 
shareable costs of specialized functions of 
teaching hospitals, 71; priorities, 92; 
development of health services, 232; 
relationship between medical schools and 
teaching hospitals, 253; tuberculosis facil- 
ities, 319; government health grants, 324; 
supply of drugs as part of the insurance 
services, 355; evolution of health insurance 
in Canada, 392; health insurance in New- 
foundland, 399; examination of the main 
principles of the Act, 410-416; future 
hospital utilization rates, 599; unnecessary 
hospitalization, 605; hospital bed-pop- 
ulation ratio, 607; full coverage of out- 
patient services, 625; passed by unanimous 


cost 
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vote, 744; financing of health services, 
868; pattern for financing health pro- 
grammes, 872. 


HOSPITAL INSURANCE AND DIAGNOSTIC PRO- 
GRAMME, Changing pattern of Canadian 
health facilities and services, 338. 


HOSPITAL INSURANCE PLAN, volume of hospital 
care measured, 100; drugs as a health 
service, 356. 


HOSPITAL INSURANCE PROGRAMME, 19; nation- 
al demand for health services, 445; 
hospital utilization rates, 601-608; univer- 
sal programme feasible, 742; per capita 
spending on health services, 794; admin- 
istrative cost, 844; financing of health 
services, 865. 


HOSPITALIZATION, factors affecting rate, 601, 
605. 


HOSPITALIZATION ACT, SASKATCHEWAN, public 
health insurance, 396, 406. 


HOSPITAL MANAGEMENT, loss of autonomy in 
some provinces, 605. 


HOSPITAL PERSONNEL, increase in quality and 
quantity, 595; median annual salaries 
(1956-1962), 587. 


HOSPITAL PHARMACIES, narcotics and central 
drugs, 44. 

HOSPITAL SCHOOLS OF NURSING, affiliation to 
universities, 583. 


HOSPITAL SEPARATIONS, percentage, various 
disease groups, 157-202. 


HOSPITAL SERVICES, universal coverage, 51; 
quality of care, 51; out-patient services, 54; 
mental hospital care, 55; home care pro- 
gramme, 56; teaching hospitals, 56; tuber- 
culosis sanatoria, 56; shareable costs, 56; 
prosthetic services and appliances, 58; 
home care services, 60; National Health 
Grants, 90; rising costs of drugs, 342, 349; 
estimated contribution to the growth rate 
of spending, 461; increased productivity, 
464, 465; costs of premiums for health 
services, 735; average annual percentage 
change in expenditure, 842; estimated 
private and public spending, 869. 


HOSPITAL SUPPLIES, economic benefits of 
health services, 496. 

HOSPITAL UTILIZATION, health facilities and 
services, 302. 
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HOSPITALS, bulk purchasing of drugs recom- 
mended, 44; inspection of, 53; granting of 
privileges to physicians, 54; statistics on 
complications and surgical operations, 54; 
grants staff to ensure adequate standards 
of supervision, licensing and inspection, 54; 
care of patients by registered and student 
nurses, 54; staffing and equipping, 54; 
control of nursing education, 64; nursing 
education advisory committees, 65; asso- 
ciated with medical schools, 70; facilities 
(1961-1971), 94; growth in urban centres, 
121; serving as medical centres for treat- 
ment, teaching and research, 121; health 
services in their beginnings, 230; out- 
patient departments, 253; hospital beds, 
298-305; general and allied special hospi- 
tals, 298; estimated bed set up by class of 
hospitals, 299; chronic hospitals, 300; 
acute treatment beds, 300; chronic and 
convalescent beds, 302; hospital utilization, 
302; optimum capacity, 316; increased pur- 
chases of drugs, 345; record of health 
spending, 423; gross investment (1945- 
1963), 433; accreditation, 549; dental facili- 
ties limited, 566; education and the quality 
of nursing care, 579; the education of 
nurses, 585; future need of nurses, 588; 
hospital care, 595; future utilization rates, 
596-613; bed needs, 614-619; projected in- 
creases in hospital beds, 621; assistance to 
organized home care programme, 627; re- 
habilitation services available, 634; sales 
of drugs to, 647, 648, 649; funds for 
medical research, 667; difference between 
hospital and retail drug prices, 682-684; 
per capita spending, 791. 


HOURS OF LABOUR, employment and hours 
worked projections, 760, 761; allocation of 
output, 766. 

HOUSEHOLD REMEDIES, retail trade discounts, 
687. 


HOUSEKEEPING, organized home care, 627. 

HOUSE OF COMMONS, special committee on the 
control of introduction, marketing and use 
of drugs, 350; special committee on social 
security, 51, 401. 

HOUSEWIVES, intermediate health expendi- 
tures, 507. 


HOUSING, 12; subsidies, 862. 
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HOUSING CONDITIONS, affecting the patient’s 
health, 101. 

HUGHES, DEAN F. N., retail distribution of 
drugs, 650. 

HUMAN CAPITAL, national wealth, 500, 506; 
financing of health services, 861. 

HUMAN LIFE, economic considerations, 495. 

HUMAN PHARMACEUTICALS, drug manufactur- 
ers and distributors, 647; selling expenses, 
661. 

HYGIENE, responsibility of the individual, 4; 
changing concepts of health care, 101; 
decline in maternal mortality rate, 192. 

HYGIENIST, THE, duties described, 283, 284. 


ILLNESS, changing concepts of health, 98; age 
categories, 113; negative manifestations of 
health, 139; day-long and life-long, 203; 
at various ages, 217-220; estimated cost 
of, 509-517. 

ILLNESS, DISABLING, percentage, various dis- 
ease groups, 157-202; main causes of 
illness and of demand for health services, 
215. 

ILLNESS, NON-DISABLING, percentage, various 
disease groups, 157-202; main causes of 
illness and of demand for health services, 
74 a 

IMMATURITY, early infancy mortality rate, 
197, 198. 

IMMIGRANTS, changing structure of popula- 
tion, 112; health manpower, 237; health 
examination performed by federal govern- 
ment, 872. 

IMMIGRATION, of doctors to Canada, 69; 
changing pattern of income, 123; employ- 
ment effects of health services, 497; 
possible source of supply of dentists, 556; 
future supply of nurses, 590. 

IMMUNIZATION, responsibility of individual, 
4: changing aspects of health care, 100; 
increased life expectancy, 102; personal 
health services, 324. 


IMPORTERS, Trade Marks Act, 710. 
INCAPACITY, Changing concepts of health, 99. 


INCOME, changing levels of income of Ca- 
nadians, 122; changing structure of popu- 
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lation and income, 123-137; per capita 
personal income by provinces, 151; medical 
group practice, 250; high consumer 
spending, 431; cost of health services, 436; 
the incentive to work, 861. 

INCOME DISTRIBUTION, rural non-farm and 
urban for Canada, 126, 128, 129. 

INCOME TAX, expenses for continuing medical 
education deductible, 72; financing of 
public services, 861; equalized incomes, 
862. 

INCOME TAX ACT, capital expenditures on 
research, 708. 

INCOME TAX EXEMPTIONS, problems involved 
in subsidies, 735. 

INDEMNITY, the nature of commercial in- 
surance protection, 390. 

INDEMNITY CONTRACTS, insurance approach, 
724. 

INDEPENDENCE, Of the medical practitioner, 
249. 

INDIANS, federal responsibility, 9; health 
problems in the North, 222-225; health 
facilities and services, 297; tuberculosis 
services, 320, 321; government health 
services, 324; exclusive health services, 
333; number of persons insured, 727. 

INDIGENTS, public health activities, 7; pro- 
vision of pharmaceutical services, 356, 357; 
organized home care, 625. 

INDIRECT TAXES, governments’ revenues, 863. 

INDIVIDUALS, responsibility for health, 3. 

INDUSTRIAL ACCIDENTS, government health 
services, 326. 

INDUSTRIAL AND INTERNATIONAL RELATIONS, 
COMMITTEE ON, development of health 
services, 232. 

INDUSTRIAL DISPENSARIES, retail distribution 
of drugs, 649. 

INDUSTRIAL EMPLOYMENT, measures of health 
in terms of fitness, 140. 

INDUSTRIAL RESEARCH, the Canadian patent 
system, 708. 

INDUSTRIAL SOCIETIES, increasing demand for 
health services, 522. 

INDUSTRIALIZATION, pressure on government 
expenditures, 772. 

INDUSTRIALIZED CENTRES, changing structure 
of the population, 121. 
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NDUSTRY, distribution of physicians, 249. 

INFANCY, mortality rates, 197. 

INFANCY DISEASES, percentage share of total 
illness and health services, 212; hospital 
utilization, 308. 

INFANT MORTALITY, age-sex specific mortality 
rates, 146; Canada’s main health problem, 
154. 

INFECTIOUS DISEASES, elimination or post- 
ponement of fatality, 141; mortality re- 
duced in lower age groups, 157; quarantine, 
case findings and follow-up, 167; percent- 
age cause of disability, 207; share of total 
illness and health care, 212; expenditures 
on personal health care, 216, 217; health 
facilities and services, 300; hospital utiliza- 
tion, 308; government health activities, 
328; record of health spending, 423. 

INFLUENZA, death rates, 187. 

INJURY, negative manifestations of health, 
139. 

INOCULATIONS, recommendations, 32. 

IN-PATIENT HOSPITAL SERVICES, recommenda- 
tions, 51. 

IN-PATIENTS, hospital care, 603. 

INQUIRIES, into the manufacture, distribution 
and sale of drugs in Canada, 350. 


INSTITUTE OF TECHNOLOGY, training of dental 
auxiliaries, 76. 

INSTITUTIONS FOR MENTALLY RETARDED, pro- 
jection of cost, 839. 

INSURABLE GROUP paying for health services, 
723; insurance approach, 724. 

INSURANCE COMPANIES, indemnity contracts, 
724; scope of government action, 726; 
cost of insurance, 732. 

INSURANCE FUND, general tax revenues, 726. 

INSURANCE INDUSTRY, prepaying medical 
cates, 723: 

INTEGRATION, Of general, mental and tuber- 
culosis hospitals, 597. 

INTERNAL MEDICINE, development of health 
services, 232. 

INTERNATIONAL CHILDREN’S FUND, Canada’s 
international obligations, 6. 

INTERNATIONAL CLASSIFICATION OF DISEASES, 
main health problems, 155. 

INTERNATIONAL COMPARISON, cost of health 
services, 482-492, 
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INTERNATIONAL LABOUR OFFICE, Canada’s 
international obligations, 6. 
INTERNATIONAL OBLIGATIONS, professional 


health personnel for developing nations, 
69. 

INTERNATIONAL SURVEY LIMITED, advertising 
and promotion of drugs, 665. 

INTERNS, health personnel, 63; increase of 
salaries recommended, 72. 

INTERPROVINCIAL MOBILITY, Changing struc- 
ture of the population, 123. 

INTESTINAL OBSTRUCTION, mortality rate, 189. 

INTRA MEDICAL PRODUCTS LIMITED, 685. 

INVALIDITY, development of health services, 
232) 

INVENTOR, protection of the state, 707. 

INVESTMENT, health spending, 499-501; un- 
employment, 759; allocation of output, 
767. 

IRISH IMMIGRANTS, first boards of health 
established, 230. 


ISOTOPES, changing concepts of health care, 
99. 


A) 


JOHN WYETH & BROTHER (CANADA) LTD., 646, 
655, 685. 

JUDEO-CHRISTIAN TRADITION, changing con- 
cepts of health, 97. 


JUDICIARY, governments current expenditures, 
767. 


JUNIOR INTERNSHIP, health manpower, 253. 


K 
KANT, changing concepts of health, 97. 
KEFAUVER COMMITTEE, U.S., ethical drug 


business, 694. 

KELLY, Dr. A. D., advertising and promotion 
of drugs, 662. 

KINGSTON GENERAL HOSPITAL, evolution of 
health insurance, 383. 

KOOS, E. L., changing concepts of health, 98. 


L 


LABELLING, government food and drug con- 
trol, 326. 
LABORATOIRES NADEAU LIMITEE, 646, 685. 
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LABORATORY SPACE, expenditures, 851. 


LABORATORY TECHNICIANS, part of health 
army, 233; health manpower, 281, 282, 
283; median annual salaries (1956-1962), 
587. 

LABOUR, DEPARTMENT OF, rehabilitation of 
workers, 515; problems involved in sub- 
sidies, 737. 

LABOUR FORCE, changing concepts of health 
care, 100: potential suppliers of health 
workers, 116; distribution of married 
female labour force (1951 and 1961), 271; 
industrial health services, 334; employ- 
ment effects of health services, 496-503; 
rehabilitation, 633; population growth, 
752, 753; civilian labour force growth, 
758; in 1991, 788. 

LABOUR FORCE AGE GROUP, projected popula- 
tion, 118, 119. 


LABOUR TURNOVER, 
health services, 505. 


LAURENTIAN UNIVERSITY, federal grants for 
university schools of nursing, 68. 


LAVAL UNIVERSITY, medical school graduates, 
240; health sciences centre, 254; refresher 
courses, 255; future supply of physicians, 
530; medical school faculty requirements, 
530. See also UNIVERSITE LAVAL. 

LEDERLE /CYANAMID OF CANADA LITD., 646, 
655, 669, 685, 694, 698, 699. 

LEISURE, responsibility of individual, 4; chang- 
ing structure of population and income, 
123; substantial increase, 123; economic 
projections, 750; allocation of output, 766. 

LEGISLATION, drug costs and prices, 701-718. 


economic benefits of 


LEPROSY, rare diseases, 158. 

LICENSING BODIES, quality of medical care, 
550, 

LIFE, changing concepts of health, 97;“‘where 
there is life, there is hope’, 143. 

LIFE EXPECTANCY, of older persons, 110; 
control of environmental health hazards, 
102; demand for health services, 234; 
economic considerations, 495. 

LIFE INSURANCE COMPANIES, commercial health 
insurance, 390. 

LIFE-SAVING DRUGS, recommendations, 39. 

LIFE SPAN, general mortality trends in Canada 
(1931 to 1960), 142; measures available, 
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147; average age at death, 148; life 
expectancy at birth, 149. 

LIFE-SUSTAINING DRUGS, recommendations, 


oo. 


LITTLE, A. J., research by commercial drug 
firms, 667. 

LIVER DISEASES, demand for selected services 
and mortality rate, 188-190. 

LIVING STANDARDS, 
mortality rate, 192. 

LOANS, to medical students, 538. 


LOCAL HEALTH UNITS, 
administration, 325. 


decline in maternal 


organization and 


LOCAL PRIDE, construction of hospitals, 601. 
LONG-STAY PATIENTS, hospital care, 595. 


LONG-TERM ILLNESS, prosthetic services and 
appliances, 59; measurement of health in 
terms of illness, 141. 


LORD, DR. A. R., nursing education, 581. 

LOTTERIES, financing of health services, 87. 

LOW BIRTH, changing pattern of family in- 
come, 123. 

LUNG CANCER, cigarette smoking, 
individual behaviour, 508. 


11: 


M 


MACHINERY, labour force, 753. 


MACFARLANE, J. A., future supply of physi- 
cians, 530. 


MALARIA, rare diseases, 154, 158. 

MALE WAGE EARNERS, in the low earning 
range, 130, 131. 

MALFORMATIONS, CONGENITAL, rate of mor- 
tality and hospital separations, 196, 204, 
208. 


MALNUTRITION, changing concepts of health 
care, 101. 

MANAGEMENT OF HOSPITALS, control of nursing 
education, 164. 

MANITOBA, loss of population due to inter- 
provincial mobility, 122; percentage in- 
come distribution, 128; percentage of 
wage earners, 130-136; mortality rates in 
1960, 147; infant and maternal mortality 
rate, 150, 193; per capita personal in- 
come (1959-1961), 151; maternal mor- 
tality rate, 193; population-physician ratio, 
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239; civilian physicians in metropolitan 
areas, 247; population-dentist ratio, 258, 
260; population-nurse ratio, 265; bedside 
care in hospital schools of nursing, 277; 
preparation of psychiatric nurses, 279; 
practising licensed optometrists, (1931- 
1961), 291; estimated beds set up per 1,000 
population and by class of hospitals, 299; 
acute treatment hospital beds, 301; chronic 
and convalescent hospital beds, 304; admis- 
sion in hospitals per 1,000 population, 305; 
bed capacity of mental institutions, 310; 
occupancy of public mental institutions, 
311; dental care benefits, 327; public 
health insurance, 397; over-all insurance 
administrative agency of authority, 413; 
methods of financing hospital insurance 
programme, 415; number of insured per- 
sons, 1963, 416; insured patient-days and 
rates (1959-1961), 418; percentage dis- 
tribution of hospital-days of care in 1961, 
419; patient-days in hospitals listed in 
hospital insurance agreements, 1961, 420; 
method of remunerating the physician, 
543; dentists listed in Canadian Dental 
Association directory, 557; mobile dental 
clinics, 569; hospital utilization rates, 598; 
out-patient provisions of hospital insur- 
ance, 602; retail distribution of drugs, 
652; tenders calling for drugs, 685; 
narcotics and controlled drugs, 718. 

MANITOBA, GOVERNMENT OF, Report on the 
Retail Structure of Drug Prices, 350; 
brief submitted on the manufacture and 
distribution of drugs, 352. 

MANITOBA HOSPITAL SERVICES PLAN, prepara- 
tion of drug formularies, 375. 


MANITOBA MEDICAL SERVICES, cost of medical 
care programme, 815. 

MANITOBA MEDICARE PLAN, cost of free medi- 
cation, 362. 

MANITOBA PHARMACEUTICAL ASSOCIATION, 
sales of non-prescription drugs, 348; 
Report on the Retail Structure of Drug 
Prices in Manitoba, 350; brief submitted 
on the manufacture and distribution of 
drugs, 352; retail distribution of drugs, 
653. 

MANITOBA UNIVERSITY, medical school gradu- 
ates, 240. 
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MANPOWER, to provide the health services 
recommended, 93; employment effects of 
health services, 496-499. 

MANPOWER AND EMPLOYMENT, SPECIAL COM- 
MITTEE OF THE SENATE ON, the unemploy- 
ment problem, 759. 

MAPLE GREEN, SASKATCHEWAN, Medical group 
practice, 250. 

MARITIME DENTAL SCHOOL, health manpower, 
2h. 

MARITIME PROVINCES, public health insurance, 
399. 

MARRIAGE, and the nursing profession, 270. 


MARRIED COUPLES, changing structure of in- 
come, 123. 

MARRIED NURSES, future need of nurses, 590. 

MARRIED PERSONS, 
population, 108. 

MARRIED WOMEN, in Canada’s labour force, 
120; changing structure of family income, 
123, 

MATERNAL AND CHILD HEALTH, government 
health services, 327. 


changing structure of 


MATERNAL DENTAL HEALTH PROGRAMME, 
recommendation, 38. 


MATERNAL HELP, National Health Grants, 
89. 


MATERNITY, recommendations, 32; decline in 
maternal mortality, 192; percentage share 
of total illness and health services, 212; 
health services in their beginnings, 230; 
health facilities and services, 300; hospital 
utilization, 308; hospital care in Alberta, 
405. 


MAXILLO-FACIAL SURGERY, recommendations, 
33. 


MCGILL UNIVERSITY, expansion and renovation 
of dental schools, 73; medical school 
graduates, 240; medical school faculty 
requirements, 530; post-graduate degrees 
in nursing, 583. 


MCMASTER UNIVERSITY, new medical school 
in 1968, 70, 71. 

MEASLES, deaths reported (1952-1961), 165-— 
166. 

MEASUREMENT OF HEALTH, in terms of illness, 
139. 

MEASUREMENT OF MORTALITY, 
health conditions, 141. 


indicator of 
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MEAT INSPECTION, public responsibility, 7; 
recommendations, 53. 

MEDICAL AUDIT COMMITTEE, accreditation of 
hospitals, 549. 

MEDICAL CARE, prepayment plans, 29, de- 
ficiencies of prepayment plans, 30; develop- 
ment of health insurance, 232; responsibil- 
ity for high standards, 254, 255; quality of 
medical services, 548-552; projected trends 
in transfer payments, 782; projected health 
expenditures, 868; projected expenditures, 
811; cost in 1961, 815. 

MEDICAL ECONOMICS, new function to hospit- 
als, 836. 

MEDICAL EDUCATION, recruitment, 69; Health 
Facilities Development Fund, 78; health 
sciences research, 80; National Health 
Grant, 90; fragmentation of medical care, 
249; fundamental purpose, 251; new 
approach by universities, 254. 

MEDICAL EXHIBITS, drug detailing expenses, 
661. 

MEDICAL EXPENSES, deductible from taxable 
income, 445; estimated per capita cost, 
816. 


MEDICAL INSURANCE, bed requirements of 
hospitals, 596; availability to all, 723; 
number of persons insured, 728-729; 
adequacy of coverage 730. 


MEDICAL KNOWLEDGE, changing concepts of 
health, 98. 


MEDICAL PRACTICE, organization of, 544-548. 


MEDICAL PRACTITIONERS, phar- 
macy acts, 717. 

MEDICAL PROFESSION, health manpower, 237— 
255; population-physician ratio, 237; medi- 
cal schools graduates, 240; physician 
migration, 241; death and retirement, 243; 
source of supply, 244; geographic dis- 
tribution, 245; specialization, 248; educa- 
tion, 251; systematic drug evaluation, 674; 
lower drug prices, 690; imports of brand 
name drugs, 710; scope of government 
action, 226. 

MEDICAL RECORD LIBRARIANS, health man- 
power, 281, 282, 283. 


MEDICAL REHABILITATION, National Health 
Grants, 89. 


MEDICAL RESEARCH, cost of health services, 
470: cost of hospital care, 834. 


provincial 
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MEDICAL RESEARCH COUNCIL, expanding role 
recommended, 80, 81. 


MEDICAL SCHOOLS, capacity, 69; new medical 
schools in Canadian cities, 70; facilities 
(1961-1971-1991), 93; health manpower, 
240; part-time teachers, 251; cost of health 
services, 469; student intake, faculty re- 
quirements, graduate students and post- 
doctoral fellows, 526-631; teaching posts 
estimated (1964-1971), 532; establishment 
of new, 533; university auspices, 533; 
community participation in planning, 534; 
government support, 534; educational 
resources, 534; support of related profes- 
sional bodies, 535; teaching hospital 
facilities, 535; basic medical science 
schools, 535; enrolment (1948-1961), 537; 
quality of medical care, 550; systematic 
drug evaluation, 674; per capita spending, 
791; cost of facilities, 851. 


MEDICAL SCIENCE, decline in mortality and 
morbidity, 123. 


MEDICAL SERVICES, the capitation system of 
paying physicians, 28; the general practi- 
tioner and the specialist, 29; the reimburse- 
ment system, 29; medical care prepayment 
plans, 29; solo practitioners, 30; equipment 
and auxiliary workers, 30; group practice 
facilities, 30; recommendations, 31-34; 
commercial insurance companies, 724; the 
question of prepaying, 723; cost of insur- 
ance, 732; cost of premiums for health 
services, 735; increased expenditures in 
future, 738; cost of programme, 744-745. 

MEDICAL SERVICES GRANT, for specific disease 
categories, 90. 

MEDICAL SOCIAL WORK, organized home care, 
624: new functions to hospitals, 836. 

MEDICAL SOCIETIES, home care programmes, 
62. 

MEDICAL STUDENTS, in hospital out-patient 
departments, 253; enrolment in Canadian 
universities, 537; average expenditure, 538; 
financial assistance, 538, 539; quality of 
medical care, 546, 550. 


MEDICAL TECHNOLOGY, changing concepts of 
health care, 99. 

MEDICARE, employer-employee method of pre- 
payment, 86; objectives and methods of 
health insurance, 723. 
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MEDICARE PROGRAMME, health insurance in 
Saskatchewan, 397. 

MEDICINAL CHEMICALS, imports of, 657, 658. 

MEDICINAL PREPARATIONS, customs tariff, 713. 

MEDICINE, Changing concepts of health care, 
99; scientific and technological advances, 
229; employment effects of health services, 
497. 

MEDICINE CHESTS, organization of the medical 
practice, 548. 

MEDICINE DEPOTS, recommendations, 34. 

MEDICINE HAT GENERAL HOSPITAL, evolution 
of health insurance, 382. 

MEMORIAL UNIVERSITY, federal grants for 
university schools of nursing, 68; medical 
school for the teaching of frontier medicine, 
70, 71. 

MEN, labour force projection, 753. 

MENINGOCELE, care of the handicapped, 208. 

MENTAL DISEASES, negative manifestations of 
health, 139; low fatality rates, 141. 

MENTAL DISORDER, changing concepts of 
health care, 100; first admissions and 
mortality rates, 181; percentage cause of 
disability, 207; share of total illness and 
health care, 212; expenditures on personal 
health care, 216, 217; hospital utilization, 
308. 

MENTAL HEALTH, health sciences research, 8; 
“ghetto attitude’? towards those affected, 
21; period of transition, 21; recommenda- 
tions, 22-26; Health Facilities Develop- 
ment Fund, 78; National Health Grants, 
88, 90. 

MENTAL HEALTH CLINICS, public health activ- 
ities, 7. 

MENTAL HEALTH FACILITIES, mental institu- 
tions, 309; utilization and organization of 
facilities, 313-319. 

MENTAL HEALTH SERVICES, 
nurses, 586. 


future need of 


MENTAL HOSPITALS, recommendations, 55; 
obsolete, 521, future need of nurses, 590; 
re-orientation of mental health services, 
609-611, 620; projected government spen- 
ding, 779; integrated into general hospi- 
tals, 831; projection of costs, 839. 

MENTAL ILLNESS, changing concepts of health, 
98; development of health services, 232; 
reduction of disabling illness, 503; esti- 
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mated cost of, 515, 517; value of lost 
productivity, 517. 


MENTAL INSTITUTIONS, changing concepts of 
health care, 100; bed capacity, 310; over- 
crowding, 311; aged and senile admissions, 
316. 


MENTAL RETARDATION, causes of disabilities, 
208. 


MENTAL STRESS, indirect benefits of health 
services, 507. 


MENTAL THERAPY, mental health facilities, 
StS) 


MENTALLY ILL, increasing provision of health 
care, 445; indirect benefits of health serv- 
ices, 508; the psychiatric nurse, 584; 
estimated hospital bed requirements (1961-— 
1971), 612; estimated days of hospital 
care (1961-1971), 613; estimated cost of 
hospital care 841. 


MENTALLY RETARDED, hospital facilities, 316, 
number of patients, 317, 318, 319; cost of 
health services, 424; expenditures on 
facilities, 849. 


MERCK SHARP & DOHME OF CANADA LTD., 646, 
655, 658. 


MERRELL COMPANY, THE WM. S., 646. 


METABOLIC DISEASES, mortality and hospital- 
ization trend, 175; percentage cause of 
disability, 207; share of total illness and 
health care, 212; expenditures on personal 
health care, 216, 217. 

METROPOLITAN SCHOOL OF NURSING, WINDSOR, 
ONT., nursing education, 581. 

MICHEL, J. W. T., administration of Patent 
Act, 703, 704. 

MICROBIOLOGY, percentage distribution of 
medical teachers, 252; government health 
services, 328. 

MIDWIVES, auxiliary nursing personnel, 279, 
280. 

MIGRATION, losses of Canadian doctors, 69; 
of physicians, 242; of dentists, 259; of 
nurses, 268. 

MILK SAMPLES, government health activities, 
328. 

MIND AND BODY, changing concepts of health, 
98. 

MINING EMPLOYEES, evolution of health in- 
surance, 382. 
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MIRACLE THERAPY, changing concepts of 
health care, 99. 

MOBILITY, population and health services, 121. 

MODERATION, changing concepts on health 
care, 102. 

MONCTON, French language medical school, 
70,171. 

MONOPOLY SYSTEM, drugs under patents, 701; 
compulsory licensing, 705. 


MOTHERS, intermediate health expenditures, 
507. 


MOTHER’S ALLOWANCE, glasses, 826. 


MONTREAL UNIVERSITY, medical school gra- 
duates, 240; health sciences centre, 254; 
medical school faculty requirements, 530. 
See also UNIVERSITE DE MONTREAL. 

MORREL, Dr. C. A., drugs as health services, 
340, 344, 368, 369. 

MORBIDITY, measuring health in terms of 
illness, 139; negative manifestations of 
health, 139; integrated system of data 
collection suggested, 141 ; economic benefits 
of health services, 505-506. 

MORTALITY, economic benefits of health 
services, 505, 506. 

MORTALITY AND THE LIFE SPAN, general 
mortality trends in Canada (1931 to 1960), 
142; age, sex, and regional differences, 143; 
life span, 147; Canada and other countries, 
149; summary, 151. 

MORTALITY, PREMATURE, percentage various 
disease groups, 157-202; main causes of 
illness and of health care demand, 215. 

MORTALITY RATES, the people, their health 
status, 107, 108; children, 110; age-sex 
specific mortality rates, 111; the human 
capital, 861. 

MOTOR ACCIDENTS, changing concepts of 
health care, 102. 

MOWATT AND MOORE LIMITED, 685. 


MUMPS, deaths reported, (1952-1961), 165, 
166. 

MUNICIPAL DOCTOR SYSTEM, health insurance 
in Saskatchewan, 395. 

MUNICIPAL GOVERNMENTS, net expenditure 
on general and public health (1947-1961), 
432: proportion of spending on health, 
870; integrated and co-operative planning 
of health services, 872. 
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MUNICIPALITIES, 
services, 231. 

MUTUAL COMPANIES, number of persons with 
medical insurance, 728-729; average claims, 
qa: 


MYERS, J. K., changing concepts of health, 
98. 


development of hospital 


N 


NARCOTICS, drug retailing, 689. 

NARCOTICS AND CONTROL DRUGS, in hospital 
pharmacies, 44. 

NARCOTICS CONTROL ACT, recommendations 
44; government health services, 326; 
operations of drug wholesalers, 648; 
medicare prescription in Manitoba, 718. 

NARCOTIC PREPARATIONS, operations of drug 
wholesalers, 648. 

NATIONAL ACCOUNTS, basic data for projec- 
tions, 767. 

NATIONAL DEFENCE, DEPARTMENT OF, retail 
distribution of drugs, 649. 

NATIONAL DENTAL EXAMINING BOARD, repre- 
sented on Dental Auxiliary Advisory 
Training Committee, 76. 

NATIONAL DRUG FORMULARY, recommenda- 
tions, 42. 

NATIONAL HEALTH GRANTS, for more staff to 
ensure adequate standards of supervision, 
licensing and inspection in hospitals, 54; 
health sciences research, 80; main cate- 
gories, 88, 89; diseased oriented grants, 
89: for professional training, 89; for 
children’s dental health programme, 89; 
recommendations, 90-91. 

NATIONAL HEALTH GRANTS PROGRAMME, 
recommendations, 36; introduction in 
1948, 232; government health services, 
325; evolution of health insurance in 
Canada, 404; stable supply of hospital 
beds, 420; organized home care, 625. 

NATIONAL HEALTH INSURANCE PROGRAMME, 
health insurance and the federal govern- 
ment, 401. 

NATIONAL HEALTH PROGRAMME, hospital con- 
struction, 606. 

NATIONAL HEALTH AND WELFARE, DEPART- 
MENT OF, Dental Auxiliary Advisory Train- 
ing Committee recommended, 76; health 
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statistics, 82, 83; Canadian Drug Advisory 
Committee 370-372; hospital utilization 
in 1948, 309, 312; consulting functions, 
health services, 324; Indian Health Serv- 
ices, 333; Northern Health Services Divis- 
ion, 337; the drug formulary system, 375; 
effect of fluoridation on dental health, 575; 
retail distribution of drugs, 649; foreign 
control of the drug industry, 655; funds 
for medical research, 667; research in the 
drug field, 668. 


NATIONAL HOUSING ACT, loans for ‘“‘group 
practice clinics’, 34. 


NATIONAL RESEARCH COUNCIL, grants to 
graduate students, 72; funds for medical 
research, 667; the Canadian patent system, 
708. 


NATURE OF MAN, changing concepts of health, 
98. 


NEOPLASMS, death rate, 169; demand for 
selected health services, 173; percentage 
cause of disability, 207; share of total 
illness and health care, 212; expenditure, 
on personal health care, 216, 217; hospital 
utilization, 308. 


NERVOUS SYSTEM DISEASES, higher mortality, 
156; trend in mortality and hospitaliza- 
tion, 183, 184; chronic disability, 205; per- 
centage cause of disability, 207; share of 
total illness and health care, 212, expendi- 
tures on personal health care, 216, 217; 
hospital utilization, 308. 


NEUROLOGISTS, shortage of, 22. 


NEURO-PSYCHIATRY, grants and training pro- 
gramme, recommendation, 22. 


NEURO-SURGERY, grants and training pro- 
gramme, recommendation, 22. 


NEW BRUNSWICK, loss of population due to 
interprovincial mobility, 122; percentage 
income distribution, 128, percentage of 
wage earners, 130-136; mortality rates in 
1960, 147; infant and maternal mortality 
rate, 150, 193; per capita personal income 
(1959-1961), 151; maternal mortality rate, 
193; population-physician ratio, 239; civil- 
ian physicians in metropolitan areas, 246; 
population-dentist ratio, 258-260; pop- 
ulation-nurse ratio, 265; bedside care in 
hospital schools of nursing, 277; practis- 
ing licensed optometrists (1931-1961), 291; 
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estimated beds set up per 1,000 population 
and by class of hospitals, 299; chronic and 
convalescent hospital beds, 304; admission 
in hospitals per 1,000 population, 305; bed 
capacity of mental institutions, 310; occu- 
pancy of public mental institutions, 311; 
over-all insurance administrative agency or 
authority, 413; methods of financing 
hospital insurance programme, 415; 
number of insured persons, 1963, 416; 
insured patient-days and rates (1959-1961), 
418; percentage distribution of hospital- 
days of care in 1961, 419; patient-days in 
hospitals listed in hospital insurance agree- 
ments in 1961, 420; dentists listed in 
Canadian Dental Association directory, 
557; subsidy for dental students, 561; 
hospital utilization rates, 598; out-patient 
provisions of hospital insurance, 602; drugs 
exempted from sales tax, 687. 


NEW BRUNSWICK DENTAL SOCIETY, grants to 
dental students, 562. 


NEW BRUNSWICK PHARMACEUTICAL SOCIETY, 
brief submitted on the manufacture and 
distribution of drugs, 352. 


NEWFOUNDLAND, Outports must be provided 
with health care, 121; loss of population 
due to interprovincial mobility, 122; per- 
centage income distribution, 128; per- 
centage of wage earners, 130-136; fewer 
minor illnesses than in British Columbia, 
140; mortality rates in 1960, 147; infant 
and maternal mortality rate, 150, 193; per 
capita personal income (1959-1961), 151; 
maternal mortality rate, 193; population- 
physician ratio, 239; civilian physicians in 
metropolitan areas, 246; population- 
dentist ratio, 258, 260; population-nurse 
ratio, 265; bedside care of hospital schools 
of nursing, 277; practising licensed optom- 
etrists (1931-1961), 291; estimated beds 
set up per 1,000 population and by class of 
hospitals, 299; acute treatment hospital 
beds, 301; chronic and _ convalescent 
hospital beds, 304; admission in hospitals 
per 1,000 population, 305; bed capacity of 
mental institutions, 310; occupancy of 
public mental institutions, 311; air ambu- 
lance and floating clinic, 337; public 
health insurance, 399; over-all insurance 
administrative agency or authority, 413; 
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methods of financing hospital insurance 
programme, 415; number of insured per- 
sons in 1963, 416; insured patient-days 
and rates, (1959-1961), 418; percentage 
distribution of hospital-days of care in 
1961, 419; patient-days in hospitals 
listed in hospital insurance agreements in 
1961,420; dentists listed in Canadian Dental 
Association directory, 557; scholarship and 
loan funds for dental students, 561; 
hospital utilization rates, 598; out-patient 
provisions of hospital insurance, 602; 
retail distribution of drugs, 653. 

NEW ZEALAND, dental auxiliaries, 75, 76; 
mortality rates, 110. 

NICKERSON, DR. MARK, Canadian Drug Advi- 
sory Committee, 371. 

NIGHTINGALE SCHOOL OF NURSING, TORONTO, 
nursing education, 581. 

NON-FARM AREA, number requiring subsidy, 
139. 

NON-GROUP CONTRACTS, number of persons 
with medical insurance, 729. 

NON-INSURABLE GROUP, insurance approach, 
724. 

NON-PRESCRIBED DRUGS, a definition, 339. 

NORTH, THE, health problems, 220-225; health 
services in remote areas, 334-337; organ- 
ization of the medical practice, 548. 

NORTHERN REGIONS, must be provided with 
health care, 121. 

NORTHWEST TERRITORIES, personal health 
services, 19; mortality rates in 1960, 147; 
infant and maternal mortality rate 150, 
154, 193; maternal mortality rate, 193; 
health problems in the North, 222, 223; 
estimated beds set up per 1,000 population 
and by class of hospitals, 299; number of 
insured persons, 1963, 416; insured patient 
-days and rates (1959-1961), 418; per- 
centage distribution of hospital-days of 
care in 1961, 419; patient-days in hos- 
pitals listed in hospital insurance agree- 
ments in 1961, 420; out-patient provisions 
of hospital insurance, 603. 

NORWAY, general health conditions data, 150. 


NOSE SPECIALISTS, development of health 
services, 233. 

NOVA SCOTIA, loss of population due to 
interprovincial mobility, 122; percentage 
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income distribution, 128; percentage of 
wage earners, 130-136; mortality rates in 
1960, 147; infant and maternal mortality 
rate, 150, 193; per capita personal income 
(1959-1961), 151; maternal mortality rate, 
193; population—physician ratio, 239; 
civilian physicians in metropolitan areas, 
246; population—dentist ratio, 258-260; 
population—nurse ratio, 265; bedside care 
in hospital schools of nursing, 277; 
practising licensed optometrists (1931- 
1961), 291; estimated beds set up per 1,000 
population and by class of hospitals, 299; 
acute treatment hospital beds, 301; chronic 
and convalescent hospital beds, 304; 
admission in hospitals per 1,000 popula- 
tion, 305; bed capacity of mental institu- 
tions, 310; occupancy of public mental 
institutions, 311; health education activ- 
ities, 327; brief submitted on the manu- 
facture and distribution of drugs, 352; 
over-all insurance administrative agency 
or authority, 413; methods of financing 
hospital insurance programme, 415; num- 
ber of insured persons in 1963, 416; 
insured patient-days and rates (1959- 
1961), 418; percentage distribution of 
hospital-days of care in 1961, 419; 
patient-days in hospitals listed in hospital 
insurance agreements in 1961, 420; organ- 
ization of the medical practice, 557; 
mobile dental clinics, 565; hospital utiliza- 
tion rates, 598; out-patient provisions of 
hospital insurance, 603. 

NOVA SCOTIA PROVINCIAL WORKERS ASSOCIA- 
TION, evolution of health insurance, 382. 

NUCLEAR REACTORS, regulation of operation, 
326. 

NURSES, education and recruitment, 62; the 
apprenticeship-type system, 63; two 
categories needed, 63; nursing assistants, 
63; instructors, supervisors and adminis- 
trators, 63; care of psychiatric patients, 63, 
64; hospital school of nursing, 64; control 
of nursing education, 64, 65; new educa- 
tional curriculum, 65; the University 
Schools of Nursing, recommendations, 67, 
68, 69; manpower (1961-1971), 93; part 
of the health army, 233; increase in 
number registered, 264; number of active 
and registered nurses (1941-1961), 266; 
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population per nurse ratios in 1959, 267; 
enrolment in nursing schools, 268, 269; 
migration of graduate nurses, 270; marriage 
and the nursing profession, 270, 271; 
nature of employment, 270; private duty 
nursing, 270; distribution of married 
female labour force, 271; in major fields 
of nursing, 272; education, 273-280; inter- 
national comparison, population—person- 
nel ratio, 294; record of health spending, 
423; training of, 468; future supply, 576; 
recruitment, 577; education and the quality 
of nursing care, 579; salaries of teaching 
nurses, 580; categories required, 582; 
post-graduate degrees, 583; the diploma 
nurse, 584; the psychiatric nurse, 584; the 
nursing assistant, 584; organized home 
care, 626, 629. See also REGISTERED NURSES. 

NURSING, first hospital school of nursing, 
231. 

NURSING ASSISTANTS, health personnel, 63; 
rapid increase in number, 279; distribu- 
tion of married female labour force, 271; 
educational programme, 584, 585. 

NURSING CAREER, occupations chosen by 
girls, 578. 

NURSING EDUCATION, educational needs of 
students, 64; advisory committees, 65; long 
overdue reform, 65; National Health 
Grant, 90; Health Facilities Development 
Fund, 78; the quality of nursing care, 579; 
charges in, 585. 

NURSING ENROLMENT, in post-basic program- 
mes, 278. 

NURSING HOMES, effectiveness of health serv- 
ices, 608; retail distribution of drugs, 649. 


NURSING PERSONNEL, reorganization, 585. 


NURSING PROFESSION, population—nurse ratio, 
263; graduates of schools of nursing, 266; 
migration of nurses, 268; marriage and the 
nursing profession, 270; nature of employ- 
ment, 270; education of nurses, 273-277; 
supply and education of auxiliary nursing 
personnel, 279. 


NURSING SCHOOLS, cost of health services, 
469; per capita spending, 791. 

NURSING STATIONS, recommendations, 34. 

NUTRITION, Health Charter for Canadians, 12; 
changing concepts of health care, 101; 
government health services, 328. 
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NUTRITIONAL DISEASES, mortality and hospi- 
talization trend, 175; percentage cause of 
disability, 207; share of total illness and 
health care, 212, expenditures on personal 
health care, 216, 217. 


O 


OBSTETRICAL CARE, recommendations, 32. 


OBSTETRICS, development of health services, 
233: 


OCCUPATION, changing concepts of health 
care, 100. 


OCCUPATIONAL DISEASES, government health 
services, 326. 


OCCUPATIONAL RELATIONS, affecting the 


patient’s health, 101. 


OCCUPATIONAL THERAPISTS, recommendations, 
60; part of the health army, 233; health 
manpower, 281, 282, 283; median annual 
salary (1956-1962), 857. 


OCCUPATIONAL THERAPY, organized home 
care, 627; rehabilitation services in hos- 
pitals, 634. 


OFFICE PERSONNEL, organization of medical 
practice, 544. 


OLD AGE ASSISTANCE, higher health expendi- 
tures, 445; projected trends in transfer 
payments, 782; glasses, 826. 


OLD AGE PENSIONS, government transfer pay- 
ments, 772; private health expenditures, 
864. 


OLDER PEOPLE, mortality and the life span, 
142. 


ONTARIO, two new dental schools, 74; loss of 
population due to interprovincial mobility, 
122; percentage income distribution, 128; 
percentage of wage earners, 130-136; 
mortality rates in 1960, 147; infant and 
maternal mortality rate, 150, 193; per 
capita personal income (1959-1961), 151; 
maternal mortality rate, 193; population- 
physician ratio, 239; civilian physicians in 
metropolitan areas, 247; population-den- 
tist ratio, 258, 260; population-nurse ratio, 
265; bedside care in hospital schools of 
nursing, 277; practising licensed optome- 
trists (1931-1961), 291; estimated beds set 
up per 1,000 population and by class of 
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hospitals, 299; acute treatment hospital 
beds, 301; chronic and convalescent 
hospital beds, 304; admission in hospitals 
per 1,000 population, 305; bed capacity of 
mental institutions, 310; occupancy of 
public mental institutions, 311; percent- 
age grants for approved health services, 
325; dental care benefits, 327; public 
health insurance, 398; over-all insurance 
administrative agency or authority, 413; 
methods of financing hospital insurance 
programme, 415; number of insured per- 
sons in 1963, 416; insured patient-days 
and rates (1959-1961), 418; percentage 
distribution of hospital-days of care in 
1961, 419; patient-days in hospitals listed 
in hospital insurance agreements in 1961, 
420; dental auxiliaries needed and possible 
output, 514; dentists listed in Canadian 
Dental Association directory, 557; mobile 
dental clinics, 565; hospital utilization 
rates, 598; out-patient provisions of hospi- 
tal insurance, 602; drug manufacturing 
establishments, 643; prescription drugs 
exempted from sales tax, 687. 


ONTARIO ASSOCIATION OF MEDICAL CLINICS, 
organization of the medical practice, 544. 


ONTARIO COLLEGE OF PHARMACY, brief sub- 
mitted on the manufacture and distribu- 
tion of drugs, 352; Canadian Formulary, 
aS: 

ONTARIO COMMITTEE ON FLUORIDATION, recom 
mendations, 37. 

ONTARIO DEPARTMENT OF HEALTH, competition 
in drug industry, 684. 

ONTARIO HOSPITAL SERVICES COMMISSION, 
drugs as a health service, 356. 

ONTARIO HOSPITAL SERVICES PLAN, co-operative 
health insurance plans, 389. 


ONTARIO LEGISLATURE, SELECT COMMITTEE OF, 
Report on the Cost of Drugs, 350; retail 
distribution of drugs, 652, 655; advertising 
and promotion of drugs, 659, 663; research 
by commercial drug firms, 667, 670; lack of 
information dealing with drugs, 672. 

ONTARIO RETAIL PHARMACISTS’ ASSOCIATION, 
brief submitted on the manufacture and 
distribution of drugs, 352; retail distribu- 
tion of drugs, 652; standardization in 
marketing drugs, 655. 
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OPERATING ROOM TECHNICIANS, health man- 
power, 279, 280. 

OPERATIONAL RESEARCH, cost of hospital care, 
834. 

OPHTHALMOLOGISTS, medical specialists, 46; 
payment for refractions, 47; optometrists 
in the programme, 47; increased training, 
48; in the Canadian Forces Medical Serv- 
ices, 49; recommendations affecting, 49, 
50. 

OPHTHALMOLOGY, post-graduate studies, 72; 
development of health services, 233. 

OPIUM AND NARCOTICS CONTROL ACT, legisla- 
tive control of the sale and distribution of 
drugs, 717, 718. 

OPTICAL SERVICES, recommendations, 49, 50; 


health sciences research, 80; National 
Health Grant, 90. 


OPTICIANS, recommendations, 46. 


OPTOMETRISTS, prescription of spectacles and 
corrective lenses, 46; refractionists 46; 
shortage of, 46; not medically qualified, 
47; cyclopegic, 47; brief presented to Com- 
mission, 47; in the Canadian Forces 
Medical Services, 49; recommendations 
affecting, 49-50; development of health 
services, 233; health manpower, 290; 
record of health spending, 423. 

OPTOMETRISTS’ SERVICES, projected expend- 
itures, 840. 

ORAL PATHOLOGY, 
Canada, 567. 

ORAL SURGERY, dental specialties in Canada, 
567. 

ORGANIC CHEMISTRY, changing concepts of 
health care, 99. 

ORGANS OF MOVEMENT DISEASES, rates of 
mortality and hospital separations, 195; 
percentage cause of disability, 207; share 
of total illness and health care, 212; 
expenditures on personal health care, 
216, 217; hospital utilization, 308. 

ORNITHOSIS, rare diseases, 158. 


dental specialties in 


ORTHODONTICS, dental specialties in Canada, 
567. 

ORTHOPAEDIC APPLIANCES, 
expenditures, 866. 

ORTHOPAEDIC SURGERY, 
health services, 233. 


private health 


development of 
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ORTHOPAEDICS, health facilities and services, 
300. 


ORTHOTIC DEVICES, recommendations, 33. 
ORTHO PHARMACEUTICAL (CANADA) LTD., 646. 


OSTEOPATHS, record of health spending, 423; 
projected expenditures, 840. 


OTOLARYNGOLOGY, development of health 
services, 233. 


OTTAWA UNIVERSITY, medical school gradu- 
ates, 240. 


OUT-PATIENT CARE, hospital insurance pro- 
grammes, 601; a public health expenditure, 
868. 


OUT-PATIENT CLINICS, Health Charter for 
Canadians, 8; bed requirement of hospitals, 
596. 

OUT-PATIENT SERVICES, recommendations, 51, 
54, 55; teaching of medical students, 
253: 


P 


PACKAGES, commercial health insurance, 390. 


PACKAGING MATERIALS, drug costs and 
prices, 675, 676. 


PAEDIATRIC PSYCHIATRY, grants and training 
programme, recommendation, 22. 


PAEDIATRICS, development of health services, 
233, 300. 


PAEDODONTICS, dental specialties in Canada, 
567. 


PAGE, SIR EARLE, Australian Medical Benefits 
Programme, 744. 


PAIN-KILLING DRUGS, 39. 


PANCREAS DISEASES, mortality and hospitali- 
zation rates, 188-190. 


PARADENTAL PERSONNEL, dental hygienist, 
283; dental assistant, 285; dental tech- 
nician, 285; dental auxiliaries, 286; health 
manpower, 283-288. 


PARAMEDICAL PERSONNEL, medical group 
practice, 250; employment trends, 281; 
health manpower, 280-282. 


PARASITIC DISEASES, mortality reduced in 
lower age groups, 157; quarantine, case 
findings and follow-up, 167; hospital 
utilization, 308. 


PARENTS, babies and children with congenital 
deformities, 59. 
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PARKE-DAVIS & COMPANY, LTD., 646, 655, 669, 
685. 


PARLIAMENT OF CANADA, Wider use of generic 
name drugs, 690. 


PARTNERSHIP, private medical practice, 249. 


PASTEUR, development of health services, 230, 
REE 


PASTEURIZATION, public responsibility, 7. 


PATENTABLE DISCOVERIES, recommendation, 
44. 


PATENT ACT, recommendations, 42; licensing 
of imports of drugs, 692; drugs under 
patents, 701-709; clarification of Act sug- 
gested, 707. 


PATENT MEDICINES, drug manufacture, 646; 
wholesale distribution, 648. 


PATENT OFFICE, foreign control of drug 
industry, 656. 


PATENT SYSTEM, principal aims, 707; con- 
troversy about importance, 708; abolition 
recommended, 708, 709. 


PATENTS ON DRUGS, the Canadian system, 
701-709; compulsory licensing, 705; aboli- 
tion of, 706, 707; research and invention 
in the drug industry, 708. 


PATHOLOGY, schools of optometry, 48, 49; 
post-graduate studies, 72; development of 
health services, 233; percentage distribu- 
tion of medical teachers, 252; government 
health activities, 328. 


PATIENTS, integration of health services, 79; 
health affected by housing conditions and 
occupational and family relations, 101. 

PAYROLL DEDUCTIONS, private health insur- 
ance, 864. 

PENICILLIN, production in Canada discon- 
tinued, 658. 

PENROSE, MRS. EDITH T., the patent system, 
705. 

PENSION PLANS, labour force projection, 753. 

PENSIONS, development of health services, 
2A2; 

PENSIONS AND NATIONAL HEALTH, DEPART- 
MENT OF, health insurance and the federal 
government, 399. 

PENSIONS FOR THE BLIND, private health ex- 
penditures, 864. 

PER DIEM PATIENT PAYMENT, 58. 
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PERIODONTICS, dental specialties in Canada, 
567. 

PERMANENT DISABILITIES, prosthetic services 
and appliances, 59. 

PERSONAL HEALTH CARE, record of health 
spending, 423. 

PERSONAL HEALTH SERVICES, average personal 
expenditure in Canada (1927-1961), 438, 
439: per capita expenditures, 451, 452; 
estimated expenditures, 843; projected 
expenditures, 845; percentage distribution 
of estimated expenditures, 847; estimated 
private and public spending, 869; estimated 
per capita spending, 871. 

PERSONALITY DISORDERS, first admissions and 
mortality rates, 181; percentage cause of 
disability, 207; share of total illness and 
health care, 212; expenditures on personal 
health care, 216, 217; hospital utilization, 
308. 

PEST CONTROL, public responsibility, 7. 

PETT, DR. L. B., research in the drug field ,668. 

PFIZER CANADA, 646, 655, 669. 

PHARMACEUTICAL AND ALLIED INDUSTRIES, 
COMMITTEE ON RESEARCH, manufacture and 
distribution of drugs, 351. 

PHARMACEUTICAL ASSOCIATION OF BRITISH 
COLUMBIA, drug therapy in mental illness 
and tuberculosis, 346; decrease of self- 
medication, 348; brief submitted on the 
manufacture and distribution of drugs, 352; 
retail distribution of drugs, 653. 

PHARMACEUTICAL ASSOCIATIONS, surveys on 
the manufacture, distribution and sale of 
drugs, 353, 354. 

PHARMACEUTICAL CHEMISTS, governing bodies 
and trade associations control, 717. 


PHARMACEUTICAL INDUSTRIES, economic bene- 
fits of health services, 496. 

PHARMACEUTICAL PREPARATIONS, Customs tar- 
i713; 

PHARMACEUTICAL PROFESSION, health man- 
power, 289. 

PHARMACEUTICAL RESEARCH, in Canada and 
in United States, 670. 

PHARMACEUTICALS, development of health 
services, 233. 

PHARMACISTS, part of the health army, 2333 
international comparison population per 
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pharmacist, 289; international comparison 
population-personnel ratio, 294; employed 
by drug wholesalers, 648; various services 
provided by, 649, 650; retail distribution 
of drugs, 651-652; advertising and promo- 
tion of drugs, 660; buying co-operatives, 
686; variation in drug prices, 687; pro- 
fessional dispensing fee, 688, 689; provin- 
cial pharmacy acts, 717; governing bodies 
and trade associations, 717; drug legisla- 
Hons: 

PHARMACOLOGY, percentage distribution of 
medical teachers, 252; courses in the 
economics of drugs, 674. 

PHARMACOPOEIA, standards of identity, purity 
and quality of drugs, 372-377. 

PHARMACY, undergraduate student enrol- 
ment, 288; licensing system for profession, 
718. 

PHILANTHROPY, private facilities for organ- 
ized care, 9; construction of hospitals, 601. 

PHYSICAL CHEMISTRY, changing concepts of 
health care, 99. 


PHYSICAL DISEASE, negative manifestations of 
health, 139. 


PHYSICAL EXAMINATIONS, changing concepts 
of health care, 101. 


PHYSICAL FORCES, impinging upon the sick 
person, 100. 

PHYSICAL MEDICINE, post-graduate studies, 
72; rehabilitation services in hospitals, 634. 

PHYSICIAN MIGRATION, health manpower, 241, 
242. 

PHYSICIAN-POPULATION RATIO, health man- 
power, 237-239. 

PHYSICIAN’S OFFICE, a description, 229, 230. 

PHYSICIANS’ SERVICES INCORPORATED, physio- 
logical and preventive health services, 203. 


PHYSICIANS, a close hospital connection, 52; 
granting of hospital privileges to, 54; 
recruitment, 69; manpower (1961-1971- 
1991), 93; role in the past, 229, 230; train- 
ing in United States, 243; death and re- 
tirement, 243; sources of supply, 244; geo- 
graphic distribution, 245, 246, 247; special- 
ization, 248; group practice, 250; employed 
outside traditional practice, 250, 75i3 
international comparison, population-per- 
sonnel ratio, 294; hospital beds and physi- 
cians’ services, 298; promotional liter- 
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ature of drug manufacturers, 341; hospital 
drug formulary, 374, 375; record of health 
spending, 423; cost of health services, 447; 
the supply of medical services, 462; 
future supply of, 523-552; population- 
physician ratio (1961-1991), 524; pro- 
jected supply (1961-1991), 525; immigra- 
tion of, 526; student intake, 526, 527; 
method of increasing supply of, 528; 
recruitment of, 536-541; level of income, 
539, 540; method of remunerating, 541; 
organization of medical practice, 544-548; 
quality of medical care, 550; future supply 
of, 552; projected supply and population- 
ratio (1961-1991), 593; use of hospital 
beds and facilities, 601-608; organized 
home care, 626-629; retail distribution of 


drugs, 649; advertising and promotion of 


drugs, 659, 660; drug prescription, 671; 
lack of information dealing with drugs, 
671-672; costly drugs, 701; prepayment of 
medical services, 724, 725; projected 
average gross earnings, 808; average annual 
percentage change, 812; increased pro- 
ductivity, 813; gross income will rise, 813. 


PHYSICIANS’ SERVICES, percentage, various 
disease groups, 157-202; main causes of 
illness and of demand for health services, 
215; estimated contribution to growth 
rate of spending, 461; expenditures by 
Canadians, 730; projected expenditures, 
808; estimated cost, 809; estimated private 
and public spending, 869. 


PHysIcs, changing concepts of health care, 99. 


PHYSIOLOGY, schools of optometry, 48, 49; 
changing concepts of health care, 99; per- 
centage distribution of medical teachers, 
DoD. 


PHYSIOTHERAPISTS, recommendations, 60; part 
of the health army, 233; health manpower, 
281, 282, 283; median annual salaries 
(1956-1962), 587. 


PHYSIOTHERAPY, recommendations, 33; or- 
ganized home care, 624, 627; rehabilitation 
services in hospitals, 634. 

PILOTS, measures of health in terms of fitness, 
140. 


PLACEMENT, modern rehabilitation services, 
637. 


PLAGUE, rare diseases, 158. 
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PLANNING AGENCIES, integration of health 
planning, 12. 

PNEUMONIA, death rates, 187; certain diseases 
of early infancy, 198; chief cause of death 
in the North, 223. 

PODIATRIC TREATMENT, recommendations, 33; 
projected expenditures, 840. 

POISONING, percentage of illness, health care 
and mortality rate, 200-202; percentage 
cause of disability, 207; share of total ill- 
ness and health care, 212; expenditures on 
personal health care, 216, 217; hospital 
utilization, 308. 

POISON SCHEDULE, 
drugs, 718. 

POLICEMEN, measures of health in terms of 
fitness, 140. 

POLIOMYELITIS, changing concepts of health 
care, 99; cases and deaths, (1951-1961), 
161; reduction of disabling illness, 503. 

POLICE PROTECTION, governments current ex- 
penditures, 767. 

POLICE SERVICES, projected government spend- 
ing, 779. 

POLITICS, construction of hospitals, 601. 

PONOKA MENTAL INSTITUTE, drug price trends, 
696. 

POPULATION, expanding demands for qualified 
physicians, 69; changing structure and in- 
come, 107-136; population growth, 107; 
age and sex structure, 113; implications for 
health needs, 113; implications for labour 
projections, 114; urban-rural distribution, 
121; cost of health services, 446, 450; 
rising standard of living, 501; changes in 
size, age structure and mobility, 521, 522; 
insurable and non-insurable groups, 724~- 
725; projection, 752; in 1991, 788. 

POPULATION-PHYSICIAN RATIO, health man- 
power, 237-239. 


POPULATION-DENTIST RATIO, health man- 
power, 256; Canada and selected countries, 
2578 

POPULATION-NURSE RATIO, health manpower, 
263; Canada and provinces, 265. 

POPULATION STRUCTURE, changing concepts 
of health care, 100. 

PORTABILITY OF HEALTH CARE, mobility of 
population, 20, 122. 

POULENC LIMITEE, 646, 669. 


restrictions on sale of 
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POVERTY, families with low real incomes, 137. 

PRACTITIONERS, types of practice, 249. 

PRAIRIE PROVINCES, dental auxiliaries needed 
and possible output, 514. 

PRE- AND POST-NATAL CARE, responsibility of 
individual, 4. 

PREGNANCY, certain diseases of early infancy, 
198. 

PREMATURE MORTALITY, greater among males, 
143. 

PREMIUMS, commercial health insurance, 391. 


PRENATAL CARE, personal health services, 
324. 


PRE-OPERATIVE CARE, recommendations, 32. 


PREPAYMENT PLANS, extension to entire popu- 
lation, 69; employer-employee financing 
of health services, 86; early beginnings, 
231, 232; relationship between medical 
school and teaching hospital affected by, 
253; costs of medical services, 382; in 
competition with insurance industry, 391; 
record of health spending, 423; hospital 
admission, 605; costs of prescribed drugs, 
642; medical profession-sponsored, 724; 
number of persons insured, 727; number 
of persons with medical insurance, 728- 
729; average claims, 731; cost of insurance, 
732. 


PRE-SCHOOL AGE GROUP, projected population, 
118, 119. 


PRESCRIBED DRUGS, recommendations, 39; a 
definition, 339; a class of purchases, 347; 
record of health spending, 423, 425; esti- 
mated contribution to growth rate of 
spending, 461; increased consumption, 
465; private health expenditures, 866; cost 
allocated to public sector, 868; estimated 
private and public spending, 869. 

PRESCRIBED GLASSES, private health expendi- 
tures, 866; estimated private and public 
spending, 869. 

PRESCRIPTION DRUG BENEFIT, recommenda- 
tions, 41. 

PRESCRIPTION DRUG SERVICES, prescribed drugs, 
39; the drug manufacturing industry, 40; 
studies legislative hearing and submissions, 
40; footnote, cosmetics and sundries, 40; 
costs of drug distribution, 41; standard 
price and fee schedule, 41; recommenda- 
tions, 41-45; health sciences research, 80. 
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PRESCRIPTION DRUGS, increased spending on 
drugs in Canada, 344, 345; consumer ex- 
penditures, 352. 


PRESCRIPTION GLASSES, projected expenditures, 
840. 

PRESCRIPTION GLASSWARE, Operations of drug 
wholesalers, 648. 


PRESCRIPTION SERVICES INC., brief submitted 
on manufacture and distribution of drugs, 
352; insurance scheme for drugs alone, 
357-360, 362; advertising and promotion 
of drugs, 659; plan for prescribed drugs, 
829. 


PRESCRIPTIONS, standard price and fee sched- 
ule, 41; percentage, various disease groups, 
157-202; main causes of illness and of 
demand for health services, 215; advertising 
and promotion of drugs, 659, 660; drug 
costs and prices, 675-721; pricing guides, 
688; sale restrictions, 718; provincial 
pharmacy acts, 717, 718. 


PREVENTIVE SERVICES, recommendations, 32; 
health status of Canadian people, 202, 203. 


PRICE COMPETITION, drug retailing, 689. 


PRICE INDEXES, selected health expenditures 
(1926-1961), 448-450. 


PRICE INDEX, drug prescriptions, 693. 


prices, of drugs and pharmaceutical products, 
675-721. 


PRICING GUIDES, prescription drug retailing, 
688. 


PRINCE EDWARD ISLAND, loss of population 
due to interprovincial mobility, 122; per- 
centage income distribution, 128; percent- 
age of wage earners, 130-136; mortality 
rates in 1960, 147; infant and maternal 
mortality rate, 150, 193; per capita personal 
income (1959-1961), 151; maternal mortal- 
ity Tate) 9); population-physician ratio, 
239: population-dentist ratio, 204 nes 
population-nurse ratio, 265; practising 
licensed optometrists, (1931-1961), 291; 
estimated beds set up, per 1,000 population 
and by class of hospitals, 299; acute treat- 
ment hospital beds, 301; chronic and con- 
valescent hospital beds, 304; admission in 
hospitals per 1,000 population, 305; bed 
capacity of mental institutions, 310; occu- 
pancy of public mental institutions, 311; 
over-all insurance administrative agency 
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or authority, 413; methods of financing 
hospital insurance programme, 415; num- 
ber of insured persons in 1963, 416; insured 
patient-days and rates (1959-1961), 418; 
percentage distribution of hospital-days of 
care in 1961, 419; patient-days in hospitals 
listed in hospital insurance agreement in 
1961, 420; dentists listed in Canadian 
Dental Association directory, 557; mobile 
dental clinics, 565; hospital utilization rates 
598; out-patient provisions of hospital 
insurance, 603. 

PRIORITIES, shortage of health personnel, 91; 
recommendations, 91, 92; a Federal-Pro- 
vincial Conference suggested, 91. 

PRIVATE ENTERPRISE, unemployment, 760. 

PRIVATE EXPENDITURES, balance between 
private and public expenditures, 860. 

PRIVATE HEALTH INSURANCE, demand for 
health services, 445. 

PRIVATE NURSING SERVICES, cost allocated to 
private sector, 868. 

PRIVATE SECTOR, financing of health services, 
865. 

PROBLEMS, see also HEALTH PROBLEMS. 

PROCESSED FOODS, and health industry, 436. 

PROCESS PATENT, patents relating to food and 
drugs, 702, 703. 

PRODUCTION, labour force, 758-763. 

PRODUCTIVITY, rising farm incomes, 123; 
economic benefits of health services, 514; 
value of lost productivity from selected 
diseases, 517; of the physician, 544; unem- 
ployment, 759; projections, 761-763; 
health of the labour force, 861. 

PROFESSIONAL ACTIVITIES SURVEY, accredita- 
tion of hospitals, 549. 

PROFESSIONAL ASSOCIATIONS, quality of medi- 
cal care, 550. 

PROFESSIONAL DISPENSING FEE, drug retailing, 
688-689. 


PROFESSIONAL PERSONNEL, integrated and co- 
operative planning of health services, 872. 


PROFESSIONAL TEACHING GRANTS, annual 
grants to medical students, 71, 72. 
PROFESSIONAL TRAINING GRANTS, mental 


health, 22; for training of prosthetists, 60; 
bursaries for Master’s degree in nursing, 
68; grants for Canadian dental students, 
74; for health workers, 89. 
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PROFESSORS, in the medical school faculties, 
69; salaries in medical faculties, 253. 


PROFITS, drug costs and prices, 679-681. 

PROJECTED POPULATION, selected age groups 
(1961-1991), 118, 119. 

PROMISED LAND, changing concepts of health 
care and human happiness, 103. 


PROMOTION, of drugs and pharmaceutical pro- 
ducts, 658-666. 


PROPRIETARY DRUGS, retail trade discounts, 
687. 

PROPRIETARY MEDICINE, purchased direct 
from distributors, 339; drug manufacturers 
and distributors, 647; wholesale distribu- 
tion, 648. 

PROPRIETARY OR PATENT MEDICINE ACT, gZOV- 
ernment health services, 326; legislative 
control of the sale and distribution of 
drugs, 717. 

PROSTHETIC APPLIANCES, record of health 
spending, 423; projected expenditures, 840. 

PROSTHETIC DEVICES, recommendations, 33, 
60; congenital malformations, 197; un- 
precedented expansion, 216; voluntary 
health facilities, 331; introduction for pro- 
gramme of prescription glasses, 844. 

PROSTHETIC SERVICES, in hospitals, 58; health 
sciences research, 80; National Health 
Grant, 90. 

PROSTHODONTICS, dental specialties in Canada 
567. 

PROTECTIVE MEASURES, sanitary inspections, 
8 Sgn bP 

PROVINCES, co-insurance charges, hospitalized 
welfare recipients, 58; personal health 
services programme provincially organized 
and administered, 84, 86; percentage in- 
come distribution, 128; percentage of wage 
earners, 130-136; mortality rates in 1960, 
147; infant and maternal mortality rate in 
1959, 150; per capita personal income 
(1959-1961), 151; maternal mortality rate 
per 100,000 live births in 1961, 193; 
maternal mortality rate, 193; first plans for 
medical care insurance, 232; population- 
physician ratio, 239; civilian physicians in 
metropolitan areas, 246, 247; population- 
dentist ratio, by size of community, 258, 
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260; licensing and registration of nurses, 
263; population-nurse ratio, 265; bedside 
care in hospital schools of nursing, 277; 
practising licensed optometrists (1931-— 
1961), 291; estimated beds set up, per 1,000 
population and by class of hospitals, 299; 
acute treatment hospital beds, 301; hospital 
utilization, 302, 303; chronic and con- 
valescent hospital beds, 304; admission in 
hospitals per 1,000 population, 305; bed 
capacity of mental institutions, 310; occu- 
pancy of public mental institutions, 311; 
treatment of tuberculosis, 319, 320; govern- 
ment health activities and assistance, 324- 
329; supervision of public health nursing 
activities, 327; dental care benefits, S275 
public health laboratories, 328; health 
services in remote areas, 334-337; public 
interest in the manufacture and sale of 
drugs, 350; the provision of pharmaceutical 
services to indigents, 356, 357; drug formu- 
laries, 375; over-all insurance administra- 
tive agency or authority, 413; methods of 
financing hospital insurance programme, 
415; number of insured persons, 1963, 416; 
insured patient-days and rates (1959-1961), 
418; percentage distribution of hospital- 
days of care in 1961, 419; patient-days in 
hospitals listed in hospital insurance agree- 
ments in 1961, 420; increasing provision 
of hospital care, 445; financial assistance 
to medical students, 539; dentists listed in 
Canadian Dental Association directory, 
557; regulations governing the registration 
of pharmacists, 650; provincial pharmacy 
acts, 717, 718. 

PROVINCIAL COLLEGES OF PHYSICIANS AND 
SURGEONS, special courses in psychiatry, 22; 
disciplinary powers, 31. 

PROVINCIAL DENTAL ASSOCIATIONS, Women 
into dental profession, 74. 


PROVINCIAL DEPARTMENTS OF EDUCATION, 
women into dental profession, 74. 


PROVINCIAL GOVERNMENTS, net expenditure on 
general and public health (1947-1961), 432; 
funds for medical research, 667; voluntary 
drug price restraint programme, T2415 te 
sponsibility for health services, 860; propor- 
tion of spending on health, 870; integrated 
and co-operative planning of health 
services, 872. 
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PROVINCIAL HOSPITAL INSURANCE AGENCIES, 
more frequent inspections of hospitals, 53; 
staffing and equipping of hospitals, 54. 

PROVINCIAL SCHOOLS OF PHARMACY, recom- 
mendations, 41. 

PSYCHIATRIC CARE, voluntary health organ- 
izations, 330; bed requirements of hospi- 
tals, 596. 

PSYCHIATRIC CONDITIONS, health facilities and 
service, 300. 

PSYCHIATRIC DISORDERS, disquieting factors, 
156; magnitude of problem, 182, 183. 

PSYCHIATRIC IN-PATIENT FACILITIES, general 
characteristics, 314. 

PSYCHIATRIC NURSES, shortage, 22; nurse 
education and recruitment, 64; health man- 
power, 279; educational programme, 584. 


PSYCHIATRIC NURSING, training grants, rec- 
ommendation, 22. 


PSYCHIATRIC PATIENTS, hospital care, 596. 

PSYCHIATRIC SOCIAL WORK, new functions to 
hospitals, 836. 

PSYCHIATRIC SOCIAL WORKERS, shortage, 22. 

PSYCHIATRIC UNITS, in general hospitals, 315. 


PSYCHIATRIC WINGS, in all general hospitals, 
recommendation, 25, 26. 


PSYCHIATRISTS, shortage, 22; mental health 
facilities, 313. 

PSYCHIATRY, grants and training programme, 
recommendations, 22; post-graduate stud- 
ies, 72; changing concepts of health care, 
99; development of health services, 232. 


PSYCHOANALYSTS, mental health facilities, 313. 


PSYCHOLOGISTS, recommendations, 23; mod- 
ern rehabilitation services, 637. 

PSYCHONEUROTIC DISORDERS, first admissions 
and mortality rates, 181; percentage cause 
of disability, 207; share of total illness and 
health care, 212; expenditures on personal 
health care, 216, 217; hospital utilization, 
308. 

PUBLIC AGENCIES, bulk purchasing of drugs 
recommended, 44. 

PUBLIC AUTHORITIES, cost of health services, 
470; health expenditures, 846. 

PUBLIC ASSISTANCE RECIPIENTS, number of 
persons insured, 727; problems involved 
in subsidies, 737; cost of programme, 824; 
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projected cost of glasses, 824; estimated 
cost of glasses, 827; introduction of pro- 
gramme of prescription glasses, 844. 


PUBLIC ASSISTANCE RECIPIENTS’ PROGRAMME 
FOR DENTAL CARE, allocated to public 
sector, 868. 


PUBLIC ASSISTANCE RECIPIENTS’ PROGRAMME 
FOR GLASSES, allocated to public sector, 868; 


PUBLIC EXPENDITURES, balance between pri- 
vate and public expenditures, 860. 


PUBLIC HEALTH, definition broadened, 7. 


PUBLIC HEALTH DEPARTMENTS, home care 


programmes, 62. 


PUBLIC HEALTH EXPENDITURES, larger share to 
public sector, 868; projected expenditures 
in constant dollars, 869; cost shared 
between federal and provincial govern- 
ments, 872-873. 


PUBLIC HEALTH GRANTS, financing of com- 
munity—based home care programmes, 62. 


PUBLIC HEALTH INSURANCE IN CANADA, 
evolution, 383-386; British Columbia, 393; 
Alberta, 394; Saskatchewan, 395; Mani- 
toba, 397; Ontario, 398; Quebec, 398; 
Maritime Provinces, 399; Newfoundland, 
399; health insurance and the federal 
government, 399-404. 


PUBLIC HEALTH LABORATORIES, government 
health services, 328. 


PUBLIC HEALTH NURSING, expenditures by 
public authorities, 846. 


PUBLIC HEALTH RESEARCH GRANT, related to 
public health, 89. 


PUBLIC HEALTH SERVICES, estimated private 
and public spending, 869; per capita 
spending, 790. 

PUBLIC HOSPITAL INSURANCE, in western prov- 
inces, 405-409; in Newfoundland, 410; 
Hospital Insurance and Diagnostic Services 
Act, 1957, 410; number of insured persons, 
416; volume of care, 417. 

PUBLIC INTEREST, in individual health, 4; in 
manufacture, distribution and sale of drugs, 
350; 351; 


PUBLIC SECTOR, financing of health pro- 
grammes, 865. 


PUBLIC, THE, costs and prices of drugs, 642. 
PUBLIC WARDS, education of personnel, 8. 
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Q 


QUALITY CONTROL, drug costs and prices, 677, 
678. 


QUARANTINE, rare diseases, 165, 167. 


QUEBEC, loss of population due to interpro- 
vincial mobility, 122; percentage income 
distribution, 128; percentage of wage 
earners, 130-136; mortality rates in 1960, 
147; infant and maternal mortality rate, 
150, 193; per capita personal income 
(1959-1961), 151; first board of health 
established, 230; population-physician 
ratio, 239; civilian physicians in metro- 
politan areas, 246; population-dentist 
ratio, 258, 260; population-nurse ratio, 
265; bedside care in hospital schools of 
nursing, 277; practising licensed optome- 
trists (1931-1961), 291; estimated beds set 
up per 1,000 population and by class of 
hospitals, 299; acute treatment hospital 
beds, 301; chronic and convalescent hos- 
pital beds, 304; admission in hospitals per 
1,000 population, 305; bed capacity of 
mental institutions, 310; occupancy of 
public mental institutions, 311; public 
health insurance, 398; over-all insurance 
administrative agency or authority, 413; 
methods of financing hospital insurance 
programme, 415; number of insured per- 
sons, 1963, 416; insured patient-days and 
rates (1959-1961), 418; percentage dis- 
tribution of hospital-days of care in 1961, 
419; patient-days in hospitals listed in 
hospital insurance agreements in 1961, 420; 
dental auxiliaries needed and possible out- 
put, 514; dentists listed in Canadian Dental 
Association directory, 557; hospital utiliza- 
tion rates, 598; out-patient provisions of 
hospital insurance, 602; drug manufac- 
turing establishments, 643; prescription 
drugs exempted from sales tax, 687. 


QUEEN’S UNIVERSITY, medical school gradu- 
ates, 240. 


R 


RABIES IN MAN, rare diseases, 158. 
RADIATION HAZARDS CONTROL, expenditures 
by public authorities, 846. 


RADIO, organization of the medical practice, 
547, 548. 
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RADIOLOGICAL TECHNICIANS, part of health 
army, 233; health manpower, 281-282; 
median annual salaries (1956-1962), 587. 


RADIOLOGY, post-graduate studies, 72; devel- 
opment of health services, 232. 


RARE DISEASES, health status of Canadian 
people, 158, 159. 

RATES, increase in hospital admission rates, 
303. 


RAW MATERIAL, components of drug costs, 
676, 677. 


RECOMMENDATIONS: 


I. HEALTH SERVICES, 18; Health Services 
Programme: principles and policies (No. 
1), 19; mental health, alcoholism, and 
drug addiction (Nos. 2273) 22-285 
medical services (Nos. 29-38), 31-34; 
dental services (Nos. 39-57), 36-39; pre- 
scription drug services (Nos. 58-82), 41- 
45; optical services (Nos. 83-94), 49, 50; 
hospital services (The Hospital Insurance 
and Diagnostic Services Act) (Nos. 95- 
112), 53-58; prosthetic services and 
appliances (Nos. 113-115), 60; home 
care services (Nos. 116-123), 61, 62. 


tI. HEALTH PERSONNEL, FACILITIES AND RE- 
SEARCH, 62; nurse education and recruit- 
ment (Nos. 124-139), 67-69; medical 
education and recruitment (Nos. 140- 
154), 71-73; dental education and re- 
cruitment (Nos. 155-173), 73-77; Health 
Professions University Grant (No. 174), 
71; Health Facilities Development Fund 
(Nos. 175-176), 78; Health Sciences Re- 
search Council (Nos. 177-185), 89, 81; 
health statistics (Nos. 186-189), 83. 


1. FINANCING AND PRIORITIES, 83; over-all 
financing (Nos. 190-195), 88; national 
health grants (Nos. 196-198), 90, 91; 
priorities (Nos. 199-200), 91, 92. 


RECONSTRUCTION, CONFERENCE OF 1945, 46, 
conditional grants for health services, 874. 

RECREATION, responsibility of individual, 4. 

RECRUITMENT, health personnel, 62, 69, ee i 
medical education, 69-73; dental educa- 
tion, 73-77; medical schools, 241; of 
dentists, 559. 

RED CRosS, voluntary health services, 330, 
cere 
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REDLICH, F. C., changing concepts of health, 
98. 

REFRACTIONISTS, recommendations, 45, 46. 

REFRACTIVE ERRORS, the use of glasses and cor- 
rective lenses, 45, 46, 47. 

REFRESHER COURSES, in university medical 
schools, 255. 

REGINA GREY NUNS’ HOSPITAL SCHOOL OF 
NURSING, nursing education, 581. 

REGINA MEDICAL SERVICES, evolution of health 
insurance in Canada, 420. 

REGIONAL DIFFERENCES, mortality and life 
span, 143, 147. 

REGISTERED NURSES, recommendations, 54, 
63; categories required, 582. 

REGISTERED NURSES’ ASSOCIATION OF ONTARIO, 
education of nurses, 582. 

REHABILITATION, prosthetic services and ap- 
pliances, 59; integration of health services, 
79: tuberculosis facilities, 320; voluntary 
health services, 330, 331; indirect benefits 
of health services, 507, 515; bed require- 
ments of hospitals, 596, 620; and organized 
home care, 633-639; specific rehabilitation 
services in hospitals, 634; facilities and 
personnel, 636; prosthetic devices, appli- 
ances and aids, 637. 

REHABILITATION CENTRES, public health activ- 
ities, 7. 

REHABILITATION FACILITIES, development of 
health services, 234. 

REHABILITATION SERVICES, congenital mal- 
formations, 197; the handicapped, 204. 
REIMBURSEMENT, payment of medical services, 
29; method of remunerating the physician, 

542. 

RELAPSING FEVER, rare diseases, 158. 

RELIGIOUS ENDEAVOUR, facilities for organized 
care, 9. 

RELIGIOUS ORDERS, development of hospital 
services, 231. 

REMOTE AREAS, health facilities and services, 
334. 

REMUNERATION, medical group practice, 250; 
method of remunerating the physician, 
541. 

RENAISSANCE, Changing concepts of health, 97. 

RESEARCH, in depression, 763; by commerical 
drug firms, 666-671; drug costs and prices, 
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678; the Canadian patent system, 708; 
cost allocated to the public sector, 868; 
estimated private and public spending, 869. 

RESEARCH AND STATISTICS, recommendations, 
44; government health services, 328. 

RESEARCH GRANTS, in all aspects of ophthal- 
mology, 50; expenditures, 848. 

RESEARCH WORKERS, in the medical school 
faculties, 69. 

RESIDENTS, increase of salaries recommended, 
72; 

RESPIRATORY SYSTEM DISEASES, problem un- 
changed over last decade, 156; rates of 
mortality and hospital separations, 187; 
demand on physicians’ services, 188; per- 
centage cause of disability, 207; share of 
total illness and health care, 212; expendi- 
tures on personal health care, 216, 217; 
hospital utilization, 308. 

REST, responsibility of the individual, 4. 

RESTRICTIVE TRADE PRACTICE COMMISSION, rec- 
ommendations, 43; report on the Manu- 
facture, Distribution and Sale of Drugs, 
1963, 350; doubtful value of certain drug 
brand names, 373; drug information serv- 
ice 377; retail distribution of drugs, 650; 
domestic production and imports of drugs, 
657; advertising and promotion of drugs, 
658-667; research in the drug field, 668; 
profits from sales of imported drugs, 680; 
drug price competition, 682, 684; variation 
in drug prices, 687; prescription pricing, 
689; drug imports, 691-692; international 
comparison of drug prices, 699; drugs 
under patents, 701-709; customs tariffs 
and dumping duties, 714-716; pharmacists 
governing bodies and trade associations, 
Ly. 

RETARDED CHILDREN, public health facilities, 
7; priorities, 92. 

RETIREMENT, health manpower, 243; of den- 
tists, 259. 

REXALL DRUG GROUP, 644. 


RHEUMATISM, no increase in incidence, 156; 
primary causes of disabilities, 205. 


RICKETTSIAL DISEASE, rare diseases, 158. 
RIKER PHARMACEUTICAL COMPANY, 644, 


ROAD MAINTENANCE, 
expenditures, 767. 


ROBINS COMPANY OF CANADA LTD., 646. 


governments current 
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ROBINSON, H. A., changing concepts of health, 
98. 

ROTARY CLuBsS, the Crippled Children’s Easter 
Seal Fund, 60. 

ROUGIER INC., 646. 

ROYAL CANADIAN DENTAL CORPS, 
auxiliaries, 569. 


ROYAL CANADIAN MOUNTED POLICE, number 
of persons insured, 727. 


ROYAL COLLEGE OF DENTAL SURGEONS, incor- 
poration, 231; certification and advance 
training of general practitioners and 
specialists, 232; health manpower, 257. 


ROYAL COLLEGE OF PHYSICIANS AND SURGEONS, 
specialist certificates granted, 248; quality 
of medical care, 549; special committee on 
new drugs, 350; fellowship in the, 532. 

ROYAL COMMISSION ON DOMINION-PROVINCIAL 
RELATIONS, public health insurance in 
Canada, 400. 

ROYAL COMMISSION ON PATENTS, COPYRIGHT 
AND INDUSTRIAL DESIGNS, compulsory 
licensing, 705; clarification of the Patent 
Act suggested, 707. 

ROYALTIES, drug patents, 704, 706. 

RURAL AREAS, must be provided with health 
cares 121. 

RURAL COMMUNITIES, organization of the 
medical pratice, 544-548. 

RYERSON POLYTECHNICAL INSTITUTE, education 
of nurses, 582. 


dental 
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SABIN VACCINE, government health services, 
326. 

SAINT ELIZABETH VISITING NURSES ASSOCIA- 
TION, home care services, 60. 


ST. CATHARINES, ONT., first hospital school of 
nursing, 231. 


ST. JOSEPH HOSPITAL, VICTORIA, beginnings of 
health insurance in Canada, 382. 


ST. MICHAEL’S GENERAL HOSPITAL, LETHBRIDGE, 
evolution of health insurance, 383. 


SALARIES, professors in medical faculties, 253; 
cost of health services, 469; of teaching 
nurses, 580; drug costs and prices, 676; 
will rise in hospitals, 835. 


SALES PROMOTION, drug costs and prices, 679; 
drug price trends 695. 
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SALES TAX, demand for health services, 444; 
drugs exempted, 687. 


SALK VACCINE, government health services, 
326. 


SANITARY INSPECTION, public responsibility, 
7; quality of care in hospitals, 52. 


SANITATION, Changing concepts of health care, 
100; increased life expectancy, 102; decline 
in maternal mortality rate, 192; health 
problems in the North, 222; record of 
health spending, 423. 


SASKATCHEWAN, loss of population due to 
interprovincial mobility, 122; percentage 
income distribution, 128; percentage of 
wage earners, 130-136; mortality rates in 
1960, 147; infant and maternal mortality 
rate, 150-193; per capita personal income 
(1959-1961), 151; maternal mortality rate, 
193; population-physician ratio, 239; 
medical school graduates, 240; civilian 
physicians in metropolitan areas, 247; 
population-dentist ratio, 258, 260; popula- 
tion-nurse ratio, 265; bedside care in 
hospital schools of nursing, 277; prepara- 
tion of psychiatric nurses, 279; practising 
licensed optometrists (1931-1961), 291; 
estimated beds set up, per 1,000 population 
and by class of hospitals, 299; acute treat- 
ment hospital beds, 301; chronic and con- 
valescent hospital beds, 304; admission in 
hospitals per 1,000 population, 305; bed 
capacity of mental institutions, 310; occu- 
pancy of public mental institutions, 311; 
dental care benefits, 327; air ambulance 
service, 337, 548; public health insurance, 
395; Canada’s first provincially sponsored 
hospital insurance. programme, 396; ““me- 
dicare’”’ programme, 397; social assistance 
hospital care, 406; over-all insurance 
administrative agency or authority, 413; 
methods of financing hospital insurance 
programme, 415; number of insured 
persons in 1963, 416; insured patient- 
days and rates (1959-1961), 418; per- 
centage distribution of hospital-days of 
care in 1961, 419; patient-days in hospitals 
listed in hospital insurance agreements in 
1961, 420; rehabilitation programme, 515: 
method of remunerating the physician, 
543; dentists listed in Canadian Dental 
Association directory, 557; hospital utiliza- 
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tion rates, 598, 599; out-patient provisions 
of hospital insurance, 602; retail distribu- 
tion of drugs, 650, 653; advertising and 
promotion of drugs, 663; drugs exempted 
from sales tax, 687; public medical care 
programmes, 866. 

SASKATCHEWAN COLLEGE OF PHYSICIANS AND 
SURGEONS, Medicare programme drugs free 
list, 375. 

SASKATCHEWAN DEPARTMENT OF HEALTH, drug 
price trends, 696. 

SASKATCHEWAN FARMERS UNION, brief sub- 
mitted on the manufacture and distribu- 
tion of drugs, 352; method of remunerating 
the physician, 542. 

SASKATCHEWAN HOSPITAL SURVEY, Closure of 
‘limited function” hospitals, 619; levels of 
rehabilitation services, 636. 

SASKATCHEWAN MEDICAL ASSOCIATION, public 
health insurance, 396. 

SASKATCHEWAN MEDICAL PREPAYMENT PLAN, 
cost of medical care programme, 815. 

SASKATCHEWAN PHARMACEUTICAL ASSOCIA~ 
TION, prescribed medicine expenditures, 
344; cost of non-prescription drugs, 347; 
brief submitted on the manufacture and 
distribution of drugs, 352; retail distri- 
bution of drugs, 650, 653; difference be- 
tween hospital and retail drug prices, 682- 
684; co-operative wholesalers, 687. 

SASKATOON UNIVERSITY HOSPITAL, competition 
in the drug industry, 683. 

SAULT SAINTE MARIE, medical group practice, 
250. 

SAVINGS, allocation of output, 767. 

SCHERING CORPORATION LIMITED, 646. 

SCHOLARSHIPS, Health Sciences Research 
Council, 81; recruitment of physicians, 
538. 

SCHOOL BOARDS, retail distribution of drugs, 
649. 

SCHOOL DENTAL CARE, expenditure, 848. 

SCHOOL DENTAL SERVICES, expenditures by 
public authorities, 846. 

SCHOOLS, labour force projection, 753. 

SCHOOLS OF NURSING, curricula reorganized, 
67; cost of facilities, 851. 

SCHOOLS OF OPTOMETRY, 48, 49, 50. 


SCHOOL TEACHERS, distribution of married 
female labour force, 271. 
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SCIENTIFIC ADVANCES, in medicine and allied 
sciences, 229. 

SCIENTIFIC RESEARCH, causal relationship be- 
tween health, personal habits and environ- 
ment, 102; governments current expendi- 
tures, 767. 

SECONDARY INDUSTRIES, government expendi- 
tures, 771. 

SECONDARY SCHOOLS, trends in field of educa- 
tion, 116. 

SELF MEDICATION, non-prescribed drugs, 333. 

SENILITY, percentage of illness, health services 
and mortality rate, 199, 200; percentage 
cause of disability, 207; share of total ill- 
ness and health care, 212; expenditures on 
personal health care, 216, 217; hospital 
utilization, 308; cost of health services, 424. 

SENSE ORGANS DISORDERS, trend in mortality 
and hospitalization, 183, 184; percentage 
cause of disability, 207; share of total ill- 
ness and health care, 212; expenditures on 
personal health care, 216, 217. 

SERODIAGNOSIS, government health activities, 
328. 

SERVICE CONTRACTS, prepayment approach, 
724. 

SERVICE DE SANTE DU QUEBEC, cO-operative 
health insurance plans, 389. 

SERVICE INDUSTRIES, economic growth, 496. 

SERVICES, increasing demand for, 522. 

SEX, changing concepts of health, 98; age-sex 
structure of population, 113; mortality 
and life span, 143. 

SEWERAGE SYSTEMS, public responsibility, 7; 

SEWERAGE DISPOSAL, governments current ex- 
penditures, 767. 

SHAREABLE COSTS, related to medical teaching 
function, 70, 71. 

SHEFFIELD, DR. EDWARD, university enrolment, 
116, 17; 

SHELTER, average personal expenditure in 
Canada (1927-1961), 438, 439. 

SHERBROOKE UNIVERSITY, school of nursing, 
68; new medical school in 1967, 70; num- 
ber of places in first-year medical classes, 
529. 

SHOPPING CENTRES, 
drugs, 653. 

SICKNESS, changing concepts of health, 98; 
development of health services, 232. 


retail distribution of 
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SICKNESS SURVEY OF 1951, public interest in 
individual health, 5. 

SICK-ROOM SUPPLIES, 
wholesalers, 647. 

SKIN DISEASES, no increase in incidence, 156; 
notes of mortality and hospital separations, 
193; percentage cause of disability, 207; 
share of total illness and health care, 212; 
expenditures on personal health care, 216, 
217; hospital utilization, 308. 

SMALLPOX, rare diseases, 154, 158; at the 
time of Confederation, 230; indirect 
benefits of health services, 507. 

SMILEY, PROF. DONALD, appraisal of federal 
conditional grants, 873. 

SMITH KLINE & FRENCH INTER-AMERICAN COR- 
PORATION, 646, 655, 694. 

SOCIAL ASSISTANCE, public hospital insurance 
in Saskatchewan, 406. 

SOCIAL BALANCE, educational and health serv- 
Toe MOE 

SOCIAL ENVIRONMENT, 
human ecology, 79. 

SOCIAL FORCES, impinging upon the sick per- 
son, 100. 

SOCIAL MEDICINE, 
health care, 101. 

SOCIAL RELATIONSHIPS, changing concepts of 
health care, 103. 

SOCIAL SCIENCES, Health Sciences Research 
Council, 81. 

SOCIAL SECURITY, mobility of population, 122; 
changing structure of family income, 123; 
House of Commons Special Committee on, 
401; government transfer payments, 772. 

SOCIAL SERVICE, rehabilitation services in 
hospitals, 634. 

SOCIAL WELFARE WORKERS, distribution of 
married female labour force, 271. 

SOCIAL WORK, organized home care, 627. 

SOCIAL WORKERS, participation in study of 
health services, 79; number in public hos- 
pitals and population, 281, 282; average 
daily number of patients, 283; community 
health services, 333; rehabilitation services, 
636. 

SOCIETE DES INFIRMIERES VISITEUSES, home care 
services, 60. 

SOCIO-ECONOMIC STATUS, changing concepts 
of health care, 100. 
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SOUTH AMERICA, infant mortality, 154. 

SPACE RESEARCH, unemployment, 759. 

SPECIALTIES, development of health services, 
2a. 

SPECIALISTS, health facilities, 297. 

SPECIALIZATION, development of modern 
health services, 234; health manpower, 
248; of dentists, 260; pressure on govern- 
ment expenditures, 772; dental specialties 
in Canada, 567. 

SPECTACLES, provision of health services, 208, 
209. 

SPEECH DEFECTS, causes of disabilities, 208. 

SPEECH THERAPY, rehabilitation services in 
hospitals, 634. 

SPINA BIFIDA, care of handicapped, 208. 

SQUIBB & SONS OF CANADA LIMITED, 646, 655. 

STAFF NURSE, median annual salary (1956- 
1962), 587. 

STANDARDIZED DEATH RATE, mortality and the 
life span, 142. 

STANDARDS, of medical care, 254, 255. 


STANDARDS OF LIVING, health problems in the 
North, 222; economic influences, gb 
Canadian economic growth, 770. 


STATISTICAL RESEARCH, expenditures by pub- 
lic authorities, 18, 46. 


STATISTICIAN, participation in study of health 
services, 79. 


STATISTICS, complications and surgical opera- 
tions, 54; changing concepts of health care, 
100; inadequacy of data concerning 
Canada’s health status, 141; the handi- 
capped, 204; provision of dental statistics, 
256; health statistics inadequate, 329: 
inadequate data on drug expenditures in 
Canada, 348, 349. 

STEEL WORKERS UNION, medical group prac- 
tice, 250. 

STENOGRAPHERS AND TYPISTS, distribution of 
married female labour force, 271. 


STOCK COMPANIES, number of persons with 
married insurance, 728, 729; average 
claims, 731. 

STORAGE BIN PHILOSOPHY, mental health facili- 
ties, 313. 

STRABISMUS, causes of disabilities, 208. 

STRESS, changing concepts of health care, 102, 
103. 
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STUDENT NURSES, patient care of night shift. 
54; financial assistance, 67; educational 
programme, 584, 585. 

STUDENTS, in medical schools, 526, 530. 

SUBSIDIARIES, profits from sales of imported 
drugs, 680; to attract physicians to rural 
areas, 34; number requiring, 739; projected 
government expenditures, 782-784. 

SULPHA DRUGS, changing concepts of health 
Cate. 79: 

SUMMERS, DR. J. L., wholesale distribution of 
drugs, 648; domestic production of drugs, 
658. 

SUNDRY DRUG PRODUCTS, retail trade dis- 
counts, 687. 

SUPREME COURT OF CANADA, the patent system 
for drugs, 702; claims for compulsory 
drug licence, 704. 

SURGERY, Changing concepts of health care, 
99. 

SURGICAL OPERATIONS, hospital statistics for 
analysis and review recommended, 54. 

SURGICAL PERSONNEL, medical group practice, 
250. 

SURGICAL SERVICES, recommendations, 32; 
commercial insurance companies, 724. 

SURGICAL TECHNIQUES, development of health 
services, 231. 

SURVEY OF HOSPITAL NEEDS, TORONTO, [re- 
habilitation facilities and personnel, 636, 
637. 

SURVEY OF THE CANADIAN PHARMACEUTICAL 
ASSOCIATION, average price of prescriptions, 
830. 

SWEDEN, mortality rates, 110; general health 
conditions data, 150. 

SWIFT CURRENT HEALTH REGION, number of 
persons insured, 727. 

SYMPTOMS, changing concepts of health care, 
100; percentage cause of disability, 207; 
share of total illness and health care, pee 
expenditures on personal health care, 216, 
217; percentage of illness, health care and 
mortality rate, 199, 200. 


T 


TARIFFS, foreign control of Canadian drug 
industry, 656; drug costs and prices, 712- 
716. 
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TAXATION, progressive income tax, 862; ex- 
pansion of public services, 864. 

TAXES ON INCOME, drug costs and prices, 676. 

TAXPAYERS, average income and rank of 
dentists’ income, 563; customs tariffs on 
imported drugs, 716. 

TAX REVENUES, subsidize on insurance fund, 
726. 

TEACHERS, projected government spending, 
779. 

TEACHING HOSPITALS, education of personnel, 
8; recommendations, 56. 

TECHNICAL AND VOCATIONAL TRAINING PRO- 
GRAMME, economic benefits of health serv- 
ICS a bo: 

TECHNICAL COLLEGES, labour force projec- 
tion, 753. 

TECHNICAL DISCOVERY, factors affecting 
changes in the health services complex, 
527) 

TECHNICAL PERSONNEL, Organization of medi- 
cal practice, 544. 

TECHNICAL PROGRESS, economic projections, 
750; allocation of output, 766. 

TECHNICAL SCHOOLS, training of dental auxil- 
iaries, 76. 

TECHNICIANS, distribution of married female 
labour force, 271. 

TECHNOLOGICAL ADVANCES, in medicine and 
allied sciences, 299. 

TECHNOLOGICAL CHANGE, future supply of 
physicians, 523. 

TECHNOLOGY, in health care, 54; employment 
effects of health services, 496, 500; pres- 
sure on government expenditures, 772. 

TELEPHONE, Organization of medical practice, 
547. 

TEMPERATE LIVING, responsibility of individ- 
ual, 4. 

TENDERS, for drugs purchased by public 
agencies, 45. 

TENSION, changing concepts of health care, 
103. 

TETANUS, rare diseases, 158. 

TETRACYCLINE, drug imports, 691. 

THALIDOMIDE, the intervention of govern- 
ments, 5; congenital deformities in babies 
and children, 59; prompt action and co- 
operation of the Federal and Provincial 
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Health Departments achieved, 96; pros- 
thetic devices, 216; tragic use of new 
drugs, 342. 

THERAPISTS, distribution of married female 
labour force, 271. 

THERAPY, mental health facilities, 313. 


THOMPSON, R. B., drug research and develop- 
ment, 681. 

THROAT SPECIALISTS, development of health 
services, 233. 

TISSUE COMMITTEE, accreditation of hospitals, 
549. 

TOBACCO, average personal expenditure in 
Canada (1927-1961), 438, 439. 

TOILET ARTICLES, Operations of drug whole- 
salers, 648. 

TORONTO, new medical school in 1969, 70, 
fae 

TORONTO ASSOCIATED MEDICAL SERVICES, 
evolution of health insurance in Canada, 
420. 

TORONTO UNIVERSITY, Medical School grad- 
uates, 240; refresher courses, 255; course 
in dental hygiene, 283; hospital pharmacy 
survey, 374; medical school faculty require- 
ments, 530. 

TRADE DISCOUNTS, drug wholesaling, 685. 

TRADE MARKS ACT, recommendations, 42; 
drug costs and prices, 710-712; modifica- 
tions, recommended, 711, 712. 

TRAFFIC CONTROL, public safety measures and 
devices, 102. 

TRAINING OF PERSONNEL, expenditures by 
public authorities, 846. 

TRANQUILIZERS, competition in the drug in- 
dustry, 684; international comparison of 
drug prices, 699; dumping duty rules, 716. 

TRANS-CANADA MEDICAL PLANS, prepaying 
medical cares, 723; problems involved in 
subsidies, 734. 

TRANSFER PAYMENTS, projected government 
spending, 779, 782-784. 

TRANSPORTATION, development of health 
services, 231; voluntary health services, 
331; health services in remote areas, 334; 
demand for health services, 434; average 
personal expenditure in Canada (1927- 
1961), 438, 439; organized home care, 
627. 
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TRAVEL, changing concepts of health care, 
103; increasing demand for services, 522. 

TREATMENT CLINICS, public health activities, 
rie 

TREATMENT SERVICES ACT, health insurance 
in Alberta, 395. 

TRICHINOSIS, rare diseases, 158. 

TUBERCULOSIS, problem under control, 157; 
decline of death rate, 159, 160; percent- 
age share of total illness and health serv- 
ices, 212; health problems in the North, 
222; development of health services, 232; 
vanishing sanatoria, 313, 521; increasing 
provision of hospital care, 445; reduction 
of disabling illness, 503; indirect benefits 
of health services, 507. 

TUBERCULOSIS CONTROL, National Health 
Grants, 88. 

TUBERCULOSIS FACILITIES, hospital resources, 
320, 321; reduced morbidity, 321; health 
personnel in sanatoria, 322. 

TUBERCULOSIS HOSPITALS, integrated into 
general hospitals, 831; projection of cost, 
839. 

TUBERCULOSIS SANATORIA, public health activ- 
ities, 7, 56; decline in the number of 
patients, 586; hospital care, 596; utiliza- 
tion declining, 313, 521, 608, 609, 620. 

TULARAEMIA, rare diseases, 158. 

TYPHUS FEVER, the 1847 epidemic, 230. 


U 


ULCERS, mortality and demand for selected 
services, 188-190. 

UNEMPLOYMENT, the depression of the nine- 
teen thirties, 5; development of health 
services, 232; the “silent” unemployed, 
514; economic influences, 753; serious 
problem, 758-759; projections, 760; 
government transfer payments, 772; pro- 
jected trends in transfer payments, 782. 

UNEMPLOYMENT INSURANCE, private health 
expenditures, 864. 

UNION HOSPITAL SYSTEM, health insurance in 
Saskatchewan, 395. 

UNITED KINGDOM, progress in drug field, 341. 


UNITED STATES, qualified faculty members, 
70; maternal mortality rate, 192; general 
health conditions data, 150; progress in 
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the drug field, 341; main source of Can- 
ada’s drug imports, 690-692; physicians 
to return to Canada, 814. 

UNIVERSAL COVERAGE, hospital services, 51. 


UNIVERSITE DE MONCTON, federal grants for 
university schools of nursing, 68. 


UNIVERSITE DE MONTREAL, expansion and 
renovation of dental schools, 73; post- 
graduate degrees in nursing, 583. See also 
MONTREAL UNIVERSITY. 


UNIVERSITE DE SHERBROOKE, federal grants 
for university schools of nursing, 68; 
future supply of physicians, 551. 


UNIVERSITE LAVAL, federal grants for uni- 
versity schools of nursing, 68; new dental 
school recommended, 74. See also LAVAL 
UNIVERSITY. 

UNIVERSITIES, research into the causes of 
mental illness, 23 ; courses in pharmacology, 
44; use of hospital’s educational and clini- 
cal facilities, 65; expansion and renovation 
of dental schools, 73, 74; grants for 
research on dental disease and prevention, 
74; training of health personnel, 77; full- 
time enrolment by sex, 18 to 24 years of 
age, 120; distribution of physicians, 249; 
new approach to medical education, 254; 
relationship between dental schools and 
other departments, 262; schools of nurs- 
ing, 277; undergraduate student enrolment, 
288; courses in pharmacy, 341; enrolment 
of medical students (1947-1960), 537; 
future supply of physicians, 551; schools 
of nursing, 582-583; funds for medical 
research, 667; labour force projection, 753. 

UNIVERSITY AGE GROUP, projected population, 
Tis S 119: 

UNIVERSITY OF ALBERTA, federal grants for 
university schools of nursing, 68; nursing 
courses for obstetrical responsibilities, 
280; dental auxiliaries, 569. 

UNIVERSITY OF ALBERTA HOSPITAL, tenders 
calling for drugs, 685. 

UNIVERSITY OF BRITISH COLUMBIA, funds for 
new dental school under development, 74; 
health sciences centre, 533. 

UNIVERSITY OF MANITOBA, expansion and 
renovation of dental schools, 73; plans to 
cover student costs of dental education, 
562. 
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UNIVERSITY OF OTTAWA, new dental school 
recommended, 74. 

UNIVERSITY OF SASKATCHEWAN, federal grants 
for university schools of nursing, 68; new 
dental school recommended, 74; two-year 
medical school, 535; financial assistance 
to medical students, 538. 

UNIVERSITY OF TORONTO, financial assistance 
to medical students, 539; pharmaceutical 
research programme, 668. 

UNIVERSITY OF VICTORIA, federal grants for 
university schools of nursing, 68. 

UNIVERSITY OF WESTERN ONTARIO, new dental 
school recommended, 74; post-graduate 
degrees in nursing, 583. 

UNIVERSITY SCHOOLS OF NURSING, basic 
integrated programmes, 66; leaders in the 
profession, 67; recommendations, 67-68, 
69; types of programmes, 582-585. 

URBAN AREAS, health manpower, 246. 

URBAN CENTRES, changing structure of popu- 
lation, 121. 

URBANIZATION, changing concepts of health 
care, 100; demand for health services, 434; 
home care, 624; pressure on government 
expenditures, 772. 

URBAN RESIDENTS, increased income, 123. 

UPJOHN COMPANY OF CANADA, THE, 646, 655. 


UROLOGY, development of health services, 
233: 


UTILIZATION FEES, recommendations, 57. 
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VACCINATION, recommendations, 32. 


VACCINES, changing concepts of health care, 
99. 


VANCOUVER GENERAL HOSPITAL, nursing edu- 
cation, 277. 


VASCULAR LESIONS, degenerative diseases, 183. 


VENEREAL DISEASES, changing concepts of 
personal health care, 101; unsolved health 
problem, 156; a continuing problem, 163; 
cases and deaths (1952-1961), 164; health 
problems in the North, 223; indirect 
benefits of health services, 507. 

VETERANS, federal responsibility, 9; develop- 
ment of health services, 232; health facil- 
ities and services, 297; exclusive health 
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services, 333; projected trends in trans- 
fer payments, 782; health care performed 
by federal government, 872. 

VETERANS AFFAIRS, DEPARTMENT OF, rehabil- 
itation services, 634; retail distribution of 
drugs, 649; funds for medical research, 
667. 


VETERINARY PHARMACEUTICALS, drug manu- 
facturers and distributors, 647. 


VETERINARY SURGEONS, provincial pharmacy 
actsa 717. 


VICTORIA, new medical school in 1973, 70, 71. 


VICTORIAN ORDER OF NURSES, home care serv- 
ices, 60; voluntary health services, 330. 
VIOLENCE, percentage of illness, health servy- 
ices and mortality rate, 200-202; per- 
centage cause of disability, 207; share of 
total illness and health care, 212; expend- 
itures on personal health care, 216, 217; 

hospital utilization, 308. 

VIRUS DISEASES, unsolved health problem, 156. 

VISION CARE, the handicapped, 209. 

VISITING NURSES, voluntary health facilities, 
332; organized home care, 624, 626; 
rehabilitation services, 637. 

VISUAL DEFICIENCY, optical services, 45. 

VOCATIONAL GUIDANCE, modern rehabilita- 
tion services, 637. 

VOLUNTARY AGENCIES, group responsibility, 
We 

VOLUNTARY HEALTH INSURANCE IN CANADA, 
evolution, 383; hospital insurance, 386; 
medical care insurance, 388; co-operative 
plans, 389; commercial insurance, 390- 
392. 

VOLUNTARY MEDICAL CARE INSURANCE, evolu- 
tion of health care in Canada, 388. 

VOLUNTARY ORGANIZATIONS, development of 
health services, 231; integrated and co- 
operative planning of health services, 872. 

VOLUNTARY WORKERS, development of health 
services, 234. 


W 


WAGE EARNERS, percentage distribution by 
amount of earnings, 130-136. 


WAGE RATES, economic influences, 753. 
WAGES, will rise in hospitals, 835. 
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WALKER, PROF. G. C., retail distribution of 
drugs, 650. 

WARNER-CHILCOTT LABORATORIES CO. 
LIMITED, 646. 

WASTE, Canadian dental practice, 73. 

WATER POLLUTION, Health Charter for Can- 
adians, 12; growth of spending, 848. 

WATER SAMPLES, government health activities, 
328. 

WATER SUPPLY, public responsibility, 7. 

WEALTH, economic influences, 753. 

WELFARE, community health services, 333. 

WELFARE EXPENDITURES, many avoidable, 6. 

WELFARE MEASURES, and the supply of labour, 
862. 

WELFARE RECIPIENTS, dental services, 38; 
authorized charges for hospitalized, 58. 
WELL-BABY CARE, personal health services, 

324. 

WESTERN ONTARIO UNIVERSITY, medical school 
graduates, 240. 

WESTERN PROVINCES, recourse to municipal 
tax base, 9; development of hospital sery- 
ices, 231. 

WEST INDIES, infant mortality, 154. 

WHOOPING COUGH, cases and deaths (1952- 
1961), 163. 

WINDSOR MEDICAL SERVICES, evolution of 
health services in Canada, 420. 

WINNIPEG GENERAL HOSPITAL, preparation of 
operating room technicians, 280. 

WINTHROP LABORATORIES OF CANADA LTD., 
646, 669. 

WOMEN, in the dental profession, 74; in 
Canada’s labour force, 117; job opportuni- 
ties in health services, 497; labour force 
projection, 753. 

WOMEN DENTISTS, number of, 563. 

WONDER DRUGS, changing concepts of health 
care, 99. 

WORKING AGE GROUP, projected population, 
118, 119. 

WORKMEN’S COMPENSATION, recommenda- 
tions, 33; rehabilitation services, 634, 637. 
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WORKMEN’S COMPENSATION BOARDS, govern- 
ment health services, 326; health services 
for selected groups, 333. 

WORKSHOPS, employment for mentally re- 
tarded, recommendation, 24; voluntary 
health services, 332. 

WORLD HEALTH ORGANIZATION, Interna- 
tional Classification of Diseases, 155, 156; 
optimum capacity for hospitals, 316; 
Pharmacopoeia Internationalis, 343; phar- 
maceutical benefits, 344. 


Xx 


X-RAY EQUIPMENT, government health serv- 
ices, 326. 


X-RAY PROCEDURES, recommendations, 32. 


x 


YELLOW FEVER, rare diseases, 158. 

YORK UNIVERSITY, federal grants for univer- 
sity schools of nursing, 68. 

YUKON, personal health services, 19; per- 
centage income distribution, 129; per- 
centage of wage earners, 130-136; mor- 
tality rates in 1960, 147; infant and 
maternal mortality rate, 150, 193; health 
problems in the North, 222, 223; estimated 
beds set up per 1,000 population and by 
class of hospitals, 299; methods of financ- 
ing hospital insurance programme, 415; 
number of insured persons, 1963, 416; 
insured patient-days and rates (1959- 
1961), 418; percentage distribution of 
hospital-days of care in 1961, 419; patient- 
days in hospitals listed in hospital insurance 
agreements, 1961, 420; out-patient pro- 
visions of hospital insurance, 603. 

YUKON AND NORTHWEST TERRITORIES, loss of 
population due to interprovincial mobility, 
122; admission in hospitals per 1,000 popu- 
lation, 305; health services in remote areas, 
334-337; dental auxiliaries needed and 
possible output, 514; hospital utilization 
rates, 598. 
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SUBJECT INDEX FOR VOLUME II 
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ABNORMALITIES, interceptive therapy, 89. 

ACCIDENTS, health statistics, 136. 

ADMINISTRATION OF HEALTH SERVICES, future 
organization of health services, 214. 

ADMISSION AND DISCHARGE COMMITTEES, recent 
trends in the organization of health 
services, 207. 

ADVISORY COMMITTEE ON HOSPITAL INSURANCE 
AND DIAGNOSTIC SERVICES, provincial admin- 
istration, 219. 

ADVISORY HEALTH PLANNING COUNCILS, vol- 
untary planning, 14. 

AGING, federal health research programmes, 
99. 

AIR POLLUTION, new health hazards, 138, 139. 

ALASKA, ethnic groups, 277. 

ALBERTA, medical programme, 3; number of 
pharmacists, 24; training of laboratory 
technicians, 53; optometrists, 72; chiro- 
practic services, 76; number of chiro- 
practots,. “(7 ambulance services, 85; 
Alcoholics Anonymous, 162; homemaker 
services, 164; sheltered workshops, 168. 

ALBERTA, UNIVERSITY OF, graduate degrees in 
pharmacy, 23. 

ALCOHOLICS ANONYMOUS, development of 
voluntary activities, 154; current pro- 
grammes of voluntary organizations, 161. 

ALCOHOLISM AND DRUG ADDICTION RESEARCH 
FOUNDATION, provincial health agencies, 
99. 

ALCOHOLISM RESEARCH FOUNDATION OF ON- 
TARIO, education of health personnel, 172. 

AMBULANCE SERVICES, special problems, 84; 
in the North, 270; recommendation, 292. 


ANAESTHESIA, health research, 88. 


ANNUAL FINANCIAL REPORT, recommenda- 


tions, 197. 
ANTIBIOTICS, health research, 89. 
ANTI-COAGULANTS, health research, 88. 
APPLIANCES, voluntary organizations, 166. 


ARMED SERVICES, dietitians, 48; Defence Re- 
search Board health research programmes, 
98; rehabilitation, 252. 


ARTERIOSCLEROSIS, federal health research 
programmes, 99. 

ARTHRITIS, federal health research program- 
mes, 99. 

ARTIFICIAL KIDNEY, health research, 88. 

ARTISTS, MEDICAL, paramedical personnel, 40. 

ASSOCIATE COMMITTEE ON MEDICAL RESEARCH, 
Canadian Medical Association, 160. 

ASSOCIATESHIPS, medical research, 92; dental 
research, 95, 96. 


ASSOCIATION CANADIENNE FRANGAISE 
AVEUGLES, L’, federal grants, 178. 


DES 


ASSOCIATION DES MEDECINS DE LANGUE FRAN- 
CAISE DU CANADA, voluntary organizations, 
Wis 

ASSOCIATION FOR SPASTIC CHILDREN, voluntary 
health organization in Denmark, 190. 

ASSOCIATION FOR THE ESTABLISHMENT AND 
RUNNING OF CHILDREN’S INSTITUTIONS FOR 
SPASTIC AND HANDICAPPED CHILDREN, 
voluntary health organizations in Den- 
mark, 191. 

ASSOCIATION OF CANADIAN MEDICAL COLLEGES, 
recommendation, 245. 

ATKINSON CHARITABLE FOUNDATION, support 
of health research, 100, 104; research, 170. 
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ATLANTIC CENTENNIAL RESEARCH CENTRE FOR 
MENTAL RETARDATION, education of health 
personnel, 172. 

ATLANTIC PROVINCES, school of pharmacy, 
36; physiotherapists, 59; naturopaths, 79; 
number of chiropractors, 77. 

AUDIOLOGICAL THERAPISTS, paramedical per- 
sonnel, 40, 62. 

AUDIOLOGISTS, shortages foreseen, 70. 

AUDIOLOGY, training facilities recommended, 
70. 

AUSTRALIA, qualified physiotherapists, 59. 


B 


BACTERIOLOGY, grants-in-aid of research, 93; 
federal research in public health, 98. 
BAKER FOUNDATION, C. A., research, 170. 


BAKER, COL. E. A., Canadian National Insti- 
tute for the Blind, 153. 


BANTING RESEARCH FOUNDATION, support of 
health research, 100, 104. 


BICKELL FOUNDATION, J. P., Support of health 
research, 100, 104. 


BIOCHEMISTRY, grants-in-aid of research, 93. 


BIOLOGIES CONTROL, federal research in public 
health, 98. 


BIOMEDICAL RESEARCH, health scientists in 
federal and provincial government de- 
partments, 115. 


BLIND, development of voluntary activities, 
152; diagnosis and case-finding, 161. 


BLOOD BANK, joint voluntary agency—govern- 
mental co-operation, 14. 


BLOOD TRANSFUSION, health research, 88. 


BLOOD TRANSFUSION SERVICE, Canadian Red 
Cross Society, 165. 


BOARD OF EXAMINERS IN PODIATRY, licensing 
examination, 75. 


BRAILLE LIBRARY IN TORONTO, 153. 


BRITISH COLUMBIA, number of pharmacists, 
24; speech and audiological therapists, 62, 
63; training of social workers, 63; optome- 
trists, 72; number of chiropractors, 77; 
Alcoholics Anonymous, 162; homemaker 
services, 164; sheltered workshops, 168. 


BRITISH COLUMBIA ALCOHOLISM FOUNDATION, 
health education specialists, 176. 
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BRITISH COLUMBIA, UNIVERSITY OF, graduate 
degrees in pharmacy, 23; training facilities 
for speech therapy and audiology, 70. 

BRITISH NATIONAL HEALTH SERVICE, volun- 
tary health organization in the United 
Kingdom, 189. 

BRITISH RED CROSS SOCIETY, development of 
voluntary activities, 152; voluntary health 
organizations in the United Kingdom, 190. 

BUDGETARY REQUIREMENTS, recommendation, 
ph od 

BUSINESS CORPORATIONS, sponsorship of health 
research, 90. 


C 


CANADA, land of immense resources, 20; 
number of pharmacists, 24; qualified 
physiotherapists, 58; optometrists, 72; no 
college in podiatry, 75; Alcoholics Anony- 
mous, 162; sheltered workshops, 168. 

CANADA COUNCIL, health research, 129. 

CANADIAN ARTHRITIS AND RHEUMATISM SOCIE- 
TY, revenues from government sources, 13; 
support of health research, 100; develop- 
ment of voluntary activities, 155; clinics, 
163; education of health personnel, 171; 
information service, 174; income and ex- 
penditure, 179-180; distribution of funds, 
185; organization, 187. 

CANADIAN ASSOCIATION FOR RETARDED CHIL- 
DREN, support of health research, 100; 
development of voluntary activities, 156; 
residences, 168; workshop, 169; education 
of health personnel, 172; health education, 
174; federal grants, 178; organization, 
187. 

CANADIAN ASSOCIATION OF MEDICAL RECORD 
LIBRARIANS, membership, 51. 

CANADIAN ASSOCIATION OF OCCUPATIONAL 
THERAPY, training of occupational thera- 
pists, 60; professional standards, 61. 

CANADIAN ASSOCIATION OF SOCIAL WORKERS, 
membership, 63. 


CANADIAN CANCER SOCIETY, membership, 
157; homemaker services, 164; transpor- 
tation services, 167; research, 170; edu- 
cation of health personnel, 171; health 
education, 175; income and expenditure, 
179-180; distribution of funds, 185; organ- 
ization, 188. 
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CANADIAN CONFERENCE OF PHARMACEUTICAL 
FACULTIES, changing role of pharmacists, 
oe 

CANADIAN CONFERENCE ON PHYSIOTHERAPY, 
schools in physiotherapy, 59. 

CANADIAN COUNCIL FOR CRIPPLED CHILDREN, 
development of voluntary activities, 154. 
CANADIAN COUNCIL FOR CRIPPLED CHILDREN 
AND ADULTS, support of health research, 

100; transportation services, 167. 

CANADIAN COUNCIL OF HOSPITAL ACCREDI- 
TATION, recent trends in the organization of 
health services, 206. 

CANADIAN COUNCIL OF THE BLIND, develop- 
ment of voluntary activities, 156. 

CANADIAN COUNCIL ON ALCOHOLISM, edu- 
cation of health personnel, 172. 

CANADIAN COUNCIL ON HOSPITAL ACCREDI- 
TATION, health services, 160. 

CANADIAN CYSTIC FIBROSIS ASSOCIATION, Sup- 
port of health research, 100; development 
of voluntary activities, 156; research, 170; 
organization, 187. 

CANADIAN DIABETIC ASSOCIATION, support of 
health research, 100; health education, 175; 
income and expenditure, 179-180; sources 
of funds, 185. 

CANADIAN DIABETIC SOCIETY, education of 
health personnel, 171. 

CANADIAN DIETETIC ASSOCIATION, member- 
ship, 48; standard of dietary service, 49. 
CANADIAN FEDERATION OF THE BLIND, develop- 

ment of voluntary activities, 156. 

CANADIAN FEDERATION FOR THE HARD OF 
HEARING, development of voluntary activi- 
ties, 156. 

CANADIAN FOUNDATION FOR POLIOMYELITIS, 
development of voluntary activities, 1555 
organization, 187. 

CANADIAN GUILD OF DISPENSING OPTICIANS, 
74. 

CANADIAN HEALTH INSURANCE ASSOCIATION, 
evidence presented, 2. 

CANADIAN HEARING SOCIETY, development of 
voluntary activities, 155. 

CANADIAN HEART FOUNDATION, support of 
health research, 100, 104; graduate health 
research fellowships, 109, 110; develop- 
ment of voluntary activities, 156; member- 
ship, 157; research, 170; news bulletin, 
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176; income and expenditure, 179-180; 
distribution of funds, 185. 


CANADIAN HEMOPHILIA SOCIETY, support of 
health research, 100; development of 
voluntary activities, 156; research, 170; 
news bulletin, 175; organization, 187. 


CANADIAN HIGHWAY SAFETY COUNCIL, acci- 
dents, 173; federal grants, 178. 


CANADIAN HOSPITAL ASSOCIATION, training of 
medical record librarians, 51; recent trends 
in the organization of health services, 208. 


CANADIAN INDUSTRIAL SAFETY ASSOCIATION, 
accident prevention, 174. 


CANADIAN INSTITUTE ON MENTAL HEALTH 
SERVICES, education of health personnel, 
Vii. 


CANADIAN JUNIOR RED CROSS, health edu- 
cation specialists, 176. 


CANADIAN LEGION, sick-room supplies, home 
care equipment, appliances, 166. 


CANADIAN LIFE INSURANCE OFFICERS’ AS- 
SOCIATION, support of health research, 100, 
104; subscriptions to “Health”, 176. 


CANADIAN MEDICAL ASSOCIATION, evidence 
presented, 2; support industrial coverage, 
3; payment for doctors’ services, 3; para- 
medical personnel, 41; training of labora- 
tory technicians, 53; occupational thera- 
pists, 61; requirements of paramedical 
personnel, 66; chiropractors, 78; develop- 
ment of voluntary activities, 155; voluntary 
organizations, 157; contributions to im- 
provement of health, 160; College of 
General Practice, 243. 


CANADIAN MEMORIAL CHIROPRACTIC COLLEGE, 
chiropractic training, 77. 


CANADIAN MENTAL HEALTH ASSOCIATION, SUP- 
port of health research, 100, 104; develop- 
ment of voluntary activities, 153; resi- 
dences, 168; research, 170; education of 
health personnel, 171; health education, 
175; health education specialists, 176; 
federal grants, 178; organization, 187. 

CANADIAN MOTHERCRAFT SOCIETY, income and 
expenditure, 179-180; distribution of funds, 
186. 

CANADIAN NATIONAL COMMITTEE FOR MENTAL 
HEALTH, development of voluntary activi- 
ties, 153. 
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CANADIAN NATIONAL INSTITUTE FOR THE 
BLIND, First World War, 153; research, 
170; blindness prevention, 174; health 
education, 175; federal grants, 178; income 
and expenditure, 179-180; distribution of 
funds, 185. 


CANADIAN PARAPLEGIC ASSOCIATION, develop- 
ment of voluntary activities, 156; sick- 
room supplies, home care equipment, 
appliances, 166; health education, 175; 
federal grants, 178; income and expendi- 
ture, 179-180; sources of funds, 185; 
distribution of funds, 185. 


CANADIAN PHYSIOTHERAPY ASSOCIATION, train- 
ing of physiotherapists, membership, 58. 


CANADIAN PSYCHIATRIC ASSOCIATION, edu- 


cation of health personnel, 171. 


CANADIAN PUBLIC HEALTH ASSOCIATION, fed- 
eral grants, 178. 


CANADIAN RED CROSS, joint voluntary agency 
—governmental co-operation, 14; develop- 
ment of voluntary activities, 152; nursing 
services, 153; scholarships, 154; develop- 
ment of co-operation, 154; organization, 
188. 


CANADIAN RED CROSS SOCIETY, membership, 
157; organization and structure, 158; 
teaching, 173; federal grants, 178; income 
and expenditure, 179-180. 


CANADIAN REHABILITATION COUNCIL, federal 
grants, 178. 


CANADIAN RHEUMATISM SOCIETY, development 
of voluntary activities, 156. 


CANADIAN SCHOOLS FOR LABORATORY TECH- 
NOLOGISTS, Canadian Medical Association, 
160. 


CANADIAN SICKNESS SURVEY, 1950-51, health 
statistics, 134; household interview surveys, 
138,139; 


CANADIAN SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS, organization, 187. 


CANADIAN SOCIETY FOR THE CONTROL OF 
CANCER, development of voluntary activi- 
ties = 21D: 


CANADIAN SOCIETY OF HOSPITAL PHARMACISTS, 
Oz: 


CANADIAN SOCIETY OF LABORATORY TECH- 
NOLOGISTS, paramedical personnel, 52. 
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CANADIAN SOCIETY OF RADIOLOGICAL TECH- 
NICIANS, training of radiological techni- 
cians, 55. 

CANADIAN THORACIC SOCIETY, education of 
health personnel, 171. 

CANADIAN TUBERCULOSIS ASSOCIATION, sup- 
port of health research, 100; development 
of voluntary activities, 153; public edu- 
cation, 154; research, 170; education of 
health personnel, 171; health education 
consultant, 176; federal grants, 178. 


CANADIAN UNIVERSITIES, grants from United 
States Government, 16. 

CARCINOGENIC SUBSTANCES, new health haz- 
ards, 138. 

CARDIOVASCULAR CONDITION 
drugless practitioners, 77. 


SPECIALISTS, 


CARDIOVASCULAR DISEASE, Canadian Heart 
Foundation, 156. 


CARE OF CRIPPLED CHILDREN AND ADULTS, 
clinics, 163. 


CASE-FINDING, voluntary organizations, 161. 


CASE REGISTERS, consolidation and expansion, 
138: 


CENTENNIAL COMMISSION, 
284. 


CEREBRAL CORTEX, health research, 88. 


recommendation, 


CEREBRAL PALSY, research and assistance, 14. 


CHARITABLE EXEMPTIONS, recommendations, 
bo7: 


CHARITABLE FOUNDATIONS, voluntary health 
organizations, 151. 


CHEMICAL RESEARCH, federal research in pub- 
lic health, 98. 


CHILDREN’S AID SOCIETIES, Victorian Order of 
Nurses, 164. 


CHILDREN’S DENTAL HEALTH PROGRAMME, 
health administrative organizations, 229. 


CHILDREN’S PSYCHIATRIC RESEARCH CENTRE, 
education of health personnel, 172. 


CHIROPRACTIC COLLEGE, CANADIAN MEMORIAL, 
chiropractic training, 77. 


CHIROPRACTORS, selected professional, tech- 
nical and other health personnel, 39; 
paramedical personnel, 76. 


CHRISTMAS SEALS, research, 170. 
CHRONIC DISEASES, health statistics, 138. 
CIVIL SERVICE, health statistics, 135. 
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CLINICAL INVESTIGATIONS, health research, 
87; grants-in-aid of research, 93. 


CLINICAL PSYCHOLOGISTS, paramedical person- 
nel, 40. 


CLINICAL RESEARCH, federal government, 97, 
98. 


CLINICAL TRIALS, health research, 87. 


CLINICS, medical record librarians, 50; em- 
ployment of electrocardiography techni- 
cians, 57; employment of physiotherapists, 
58; employment of medical social workers, 
63; podiatry, 75. 


COLLEGE OF GENERAL PRACTICE, emerging 
pattern of local health services, 243; 
recommendation, 245. 

COLLEGE OF OPTOMETRY OF ONTARIO, schools 
for optometrists, 70. 


COLLEGE OF OSTEOPATHY, no need in Canada, 
80. 


COLLEGES OF PHYSICIANS AND SURGEONS, 
voluntary organizations, 157. 


COLONIC THERAPY SPECIALISTS, drugless prac- 
titioners, 77. 

COMMITTEE ON APPROVAL OF HOSPITALS FOR 
THE TRAINING OF JUNIOR INTERNS, health 
services, 160. 

COMMONWEALTH COUNCIL FOR ROYAL LIFE 
SAVING SOCIETY, federal grants, 178. 


COMMUNITY CHEST, voluntary organizations, 
isi: 


COMMUNITY DEVELOPMENT, recommendation, 
284. 


COMMUNITY NURSING, development of volun- 
tary activities, 152; voluntary health or- 
ganizations, 163. 


CONNAUGHT MEDICAL RESEARCH LABORA- 
TORIES, blood transfusion services, 165. 


CONTACT LENSES, ophthalmologists to deter- 
mine specifications, 75. 


“CONTROL OF RHEUMATIC DISEASES IN CANA~ 
DA”’, conference, 157. 


CORRECTIVE INSTITUTIONS, dietitians, 48. 
costs, treatment services for Eskimos, 274. 


COUNSELL, J. G., Canadian Paraplegic Associ- 
ation, 156. 


COUNTESS MOUNTBATTEN BURSARY FUND, 
education of health personnel, 171. 


359 


CRIPPLED CHILDREN, research and assistance, 
14; service clubs, 154. 


CRIPPLED CHILDREN’S CLINICS, Victorian 
Order of Nurses, 164. 
CRIPPLED CHILDREN’S SOCIETY, voluntary 


health organizations in New Zealand, 193. 
CRIPPLES FUND, voluntary health organiza- 
tions in Denmark, 191. 
CYSTIC FIBROSIS FOUNDATION, therapy tents 
and inhalation masks, 167. 


D 


DALHOUSIE UNIVERSITY, School of Pharmacy, 
24: speech and audiological therapists, 62- 
63; training facilities for speech therapy 
and audiological therapy, 70; public health 
nursing course, 153. 

DANISH NATIONAL ASSOCIATION FOR INFANTILE 
PARALYSIS, voluntary health organizations 
in Denmark, 191. 

DANISH NATIONAL ASSOCIATION FOR THE DEAF, 
voluntary health organizations in Den- 
mat, i9t 

DANISH SOCIETY FOR THE BLIND, voluntary 
health organizations in Denmark, 191. 

DATA PROCESSING EQUIPMENT, health statis- 
tics, 137, 141, 142; recent trends in business 
and government organizations, 203; recent 
trends in the organization of health services, 
204. 

DEAF, Canadian Hearing Society, 5S; 

DEFENCE RESEARCH BOARD, health research 
programmes, 98; federal expenditures for 
health research, 102, 103; scientists engaged 
in health research, 115. 

DEMOCRATIC PLANNING COUNCILS, organiza- 
tional arrangements, 17. 

DENMARK, qualified physiotherapists, 58; 
voluntary health organizations, 190; de- 
velopment of Greenland, 279. 

DENTAL AUXILIARY EDUCATION COMMITTEE, 
provincial health planning councils, 231. 

DENTAL CONSTRUCTION AND EQUIPMENT GRANT, 
health administrative organizations, 229. 

DENTAL DISORDERS, health statistics, 136. 

DENTAL HEALTH, health research, 88. 

DENTAL HEALTH INDEX, a continuing system 
of health statistics, 149. 

DENTAL PROFESSION, quality of services, 2. 
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DENTAL RESEARCH, qualified personnel in 1962, 
112; health statistics, 139. 


DENTAL RESEARCH, ASSOCIATE COMMITTEE OF 
THE NATIONAL RESEARCH COUNCIL ON, 
functions, type of research support and 
methods of application and administration, 
94-96. 


DENTAL SCHOOLS, recommend expansion, 8; 
grants-in-aid of dental research, 69; 
projected growth of health research, 118; 
expansion of research facilities, 122, 123. 


DENTAL SCIENTISTS, losses to United States, 
111; future supply, 114. 


DENTAL SERVICES, federal administration, 232; 
programmes in the North, 280. 


DENTISTS, health research in Canada, 107; 
potential health research personnel, 111; 
valuable contributions, 160. 


DEPARTMENT OF EDUCATION, represented on 
Paramedical Education Planning Commit- 
16667, 10: 


DEPARTMENT OF HEALTH, voluntary health 
organizations, 154; future organization of 
health services, 211; administration and 
planning of health services, 216; recom- 
mendations, 222, 254. 


DEPARTMENT OF LABOUR, rehabilitation, 252; 
recommendation, 254. 


DEPARTMENT OF NATIONAL HEALTH AND WEL- 
FARE, grants to voluntary agencies, 13; 
pharmacists employed, 34; radiation, 83; 
sources of funds, 177; recommendations, 
197, 222, 282; federal administration of 
health grants, 220; health services in the 
North, 268. 


DEPARTMENT OF NATIONAL REVENUE, recom- 
mendations, 197. 


DEPARTMENT OF REHABILITATION, recommend- 
ed in universities, 70. 


DEPARTMENT OF SOLDIERS CIVIL RE-ESTABLISH- 
MENT, 154. 

DEPARTMENT OF TRANSPORT, health services in 
the North, 269. 

DEPARTMENT OF VETERANS AFFAIRS, sponsored 
chiropractic training, 78; development of 
voluntary activities, 156; recommendation, 
254. 

DEPARTMENT OF WELFARE, recommendation, 
254. 
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DEPARTMENTS OF GENERAL PRACTICE, recom- 
mendation, 246. 

DERMATOLOGICAL MEDICINE, physiotherapists, 
ne 

DIAGNOSIS, health research, 87; voluntary 
organizations, 161. 

DIAGNOSTIC RADIOLOGY, radiation hazard, 84. 

DIETARY AIDES, sub-professional level, 49. 

DIETITIANS, paramedical personnel, 40, 48; 
employment of selected health personnel, 
42, 43; ratios of bed capacity and patient- 
days, 45; qualified and non-qualified, 47; 
vacancy rates in hospitals, 48; requirements 
and supply in hospitals, 68. 

DIPHTHERIA TOXOID, Health League of Canada, 
154. 

DISABLED PERSONS, recommendation, 254. 

“DOCTOR” TITLE, indiscriminate use, 81. 

DOMINION BUREAU OF STATISTICS, health sta- 
tistics, 134; illness in the Civil Service, 135; 
hospital statistics, 136; a jurisdictional dis- 
pute, 137; processing of health statistics, 
142-150. 

DOMINION COUNCIL OF HEALTH, federal- 
provincial co-operation, 227. 

DOWNSVIEW, ONTARIO, Defence Research 
Board health research programmes, 98. 

DRINKING, health statistics, 139. 

DRUG ADVISORY COMMITTEE, pharmacists in 
government services, 34; federal adminis- 
tration, 232. 

DRUG INFORMATION SERVICE, pharmacist’s 
work facilitated, 31; federal administra- 
tion, 232: 

DRUGLESS PRACTITIONERS, selected profes- 
sional, technical and other health person- 
nel, 39; paramedical personnel, 76. 

DRUGLESS PRACTITIONERS ACT, chiropractors, 
78; osteopaths, 80. 

DRUGS, demand and utilization, 30; health 
research, 88. 


DRUG SERVICES, programmes in the North, 
280. 


E 
EASTER SEAL CAMPAIGN, rehabilitation, 163. 


ECOLE D’OPTOMETRIE DE L’UNIVERSITE DE 
MONTREAL, schools for optometrists, 70. 
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ECONOMIC COUNCIL OF CANADA, recent trends 
in business and government organization, 
203. 

EDUCATION, paramedical personnel, 41; vo- 
luntary organizations, 161; recommenda- 
tion, 282. 

EDUCATION, DEPARTMENT OF, represented by 
Paramedical Education Planning Commit- 
tee, 67, 70. 

EDUCATION OF HEALTH PERSONNEL, voluntary 
organizations, 170. 

EDUCATION, RESEARCH AND STAFF TRAINING 
CENTRE, education of health personnel, 172. 

ELECTROCARDIOGRAPHY TECHNICIANS, para- 
medical personnel, 40, 57; training, 57. 

ELECTROENCEPHALOGRAPHY TECHNICIANS, pa- 
ramedical personnel, 40, 57. 

ELECTRONIC TECHNIQUES, processing of health 
statistics, 142. 

EMBRYOLOGY, health research in Canadian 
laboratories, 89. 

EMPLOYMENT CONDITIONS, recommendation, 
282. 

ENGINEERING STUDIES, health research, 87. 

EPIDEMIOLOGICAL STUDIES, health research, 87. 

EPIDEMIOLOGY, health studies by federal gov- 
ernment, 96; longitudinal studies, 138. 

EPILEPSY, health research, 88. 

EQUIPMENT, health research, 107. 

ESKIMO, infant mortality rate, 277. 

“ESKIMO FAMILY MEDICAL PACK’, Northern 
Health Service, 270. 

ETHNIC GRouPS, North, 276-277. 

ETIOLOGY, health studies by federal govern- 
ment, 96; longitudinal studies, 138. 

EXPENDITURES ON HEALTH RESEARCH, federal, 
102-104; provincial and voluntary agen- 
cies, 105; National Institutes of Health, 
105; total health research expenditures, 
106, 107. 


F 


FACILITIES, quality depends on, 1. 
FACULTIES OF MEDICINE, recommendation, 246. 
FAMILIES, health statistics, 138. 

FAMILY DOCTOR, emerging pattern of local 
health services, 241. 
FAMILY MEDICAL PACKS, 

282. 
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recommendation, 
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FARQUHARSON REPORT, inadequacy of support 
for health research in Canada, 107. 

FEDERAL ADMINISTRATION, administration and 
planning of health services, 220. 

FEDERAL DEPARTMENT OF HEALTH, costs in the 
North, 274; recommendation, 293. 


FEDERAL GOVERNMENT, provincial insurance 
funds, 18; sponsorship of health research, 
90-99; expenditures on health research, 
102, 103; increased financial support of 
health research, 108; health research facili- 
ties, 112; scientists engaged in health 
research, 115; estimated and projected 
health research expenditures, 116, 117; 
intramural federal research, 118, 119; im- 
provement of health statistics, 137; future 
organization of health services, 214. 

FEDERAL HOSPITALS, employment of selected 
health personnel, 43. 

FEDERAL-PROVINCIAL CO-OPERATION, Organ- 
ization of Health Services, 226. 

FEDERAL-PROVINCIAL HEALTH MINISTERS CON- 
FERENCE, health administrative councils, 
234. 

FEDERAL-PROVINCIAL HEALTH SERVICES CO- 
ORDINATING COMMITTEE, 226; health ad- 
ministrative councils, 234. 

FELLOWSHIPS, medical research, 92, 93; dental 
research, 95, 96; expenditures on health 
research, 104; investigators in the health 
sciences, 109. 

FILADELFIA COLONY, voluntary health organ- 
izations in Denmark, 191. 

FIRST AID, voluntary organizations, ees 

FIRST WORLD War, development of voluntary 
activities, 153. 

FITNESS AND AMATEUR SPORT ACT, preventive 
services, 248. 

FLUORIDATION, health research by Canadian 
scientists, 89. 

FLYING HEALTH SERVICE, in the North, 268; 
recommendation, 281. 

FOOD AND DRUG DIRECTORATE, pharmacists 
employed, 34; intramural health research 
of the federal government, 97; administra- 
tion and planning of health services, 222. 

FOUNDATIONS, health research in Canada, 100, 
104. 

FRANCE, qualified physiotherapists, 59. 
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FREEDOMS, health profession and the public, 1; 
fundamental feature of Health Services 
Programmes, 10; voluntary organizations, 
ef 


FUNDS, voluntary organizations, 177. 


G 


GASTRO-INTESTINAL DISORDERS SPECIALISTS, 
drugless practitioners, 77. 

GENERAL ORGANIC WORK SPECIALISTS, drugless 
practitioners, 77. 

GENERAL PRACTICE, recommendation, 246. 

GENERAL PRACTICE, DEPARTMENT OF, recom- 
mendation, 246. 

GENERAL PRACTITIONERS, emerging patterns 
of local health services, 240; recommend- 
ation, 293. 

GENETIC EFFECTS, radiation, 83. 

GERIATRIC MEDICINE, physiotherapists, 57. 

GLASSCO REPORT, rehabilitation, 253. 

GLASSES AND LENSES, optician’s functions, 74. 

GOVERNMENT ORGANIZATION, ROYAL COMMIS- 
SION ON, health statistics, 137; integration 
and co-ordination of the statistical system, 
145-149, 

GOVERNMENTS, sponsorship of health research, 
90. 

GRANTS-IN-AID, Medical Research Council, 
91; expenditures on health research, 104; 
indirect costs of health research, 114. 

GREENLAND, ethnic groups, 277. 

GROUP PRACTICE, co-ordination of health 
services, 246. S 


GYNAECOLOGICAL MEDICINE, physiotherapists, 
5ST; 


H 


HALIFAX, school for the blind, 152; Nova 
Scotia Rehabilitation Centre, 156. 

HAMILTON, The St. Elizabeth Visiting Nurses’ 
Association, 163; homemaker services, 164. 

HANDICAPS, health statistics, 136. 

HARD OF HEARING, Canadian Hearing Society, 
155. 

HEALTH BRANCH, administration and planning 
of health services, 222; recommendation, 
PHB, 

HEALTH CAPITAL, Health Planning Councils, 
225. 
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HEALTH CARE, “of the highest possible 
quality’, 1; further element essential for 
high quality, 2; money well spent, 18; 
research conducted in Canada, 123, 124; 
voluntary organizations, 151. 

HEALTH CARE PROGRAMME, quality, 8. 

HEALTH CHARTER, voluntary organizations, 
13; community level, 237; regional or 
municipal organization, 257; the North, 
264. 

HEALTH, DEPARTMENT OF, voluntary health 
organizations, 154; future organization of 
health services, 211; recommendation, 222. 

HEALTH ECONOMICS, lack of adequate statis- 
tics, 134. 

HEALTH EDUCATION, voluntary organizations, 
16h 172: 

HEALTH FACILITIES DEVELOPMENT FUNDS, 
health administrative organizations, 229. 
HEALTH FACILITIES DEVELOPMENT GRANTS, 

federal administration, 232. 

HEALTH, FEDERAL DEPARTMENT OF, health 
administrative councils, 232; recommend- 
ation, 254. 

HEALTH INFORMATION, free flow between 
countries, 111. 

HEALTH INSURANCE FUNDS, administration and 
planning of health services, 217. 


HEALTH INVESTIGATORS, in government health 
laboratories in 1971, 116. 

HEALTH LEAGUE OF CANADA, development of 
voluntary activities, 153; Immunization 
Committee, 154; blindness prevention, 174; 
bi-monthly publication, 176; federal grants, 
178; income and expenditure, 179-180. 

HEALTH OCCUPATIONS, to attract men, 70. 


HEALTH PERSONNEL, basic requirement, 1; 
rising qualifications, 2; health research in 
Canada, 107; shortages of, 108; Health 
Planning Councils, 225; in the North, 270; 
recommendation, 283. 


HEALTH PLANNING COUNCILS, ambulance 
services, 86; health statistical system, 149; 
recommendation, 174; voluntary health 
organizations, 195; administration and 
planning of health services, 215; federal 
administration, 220; future organization 
of health services, 222; regional and local, 
231; health administrative councils, 233; 
regional or municipal organization, 257. 
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HEALTH PROFESSIONS, freedoms, 1; quality of 
services, 2; valuable contribution, 160. 

HEALTH PROFESSIONS UNIVERSITY GRANTS, 
indirect costs of research grants, 114; 
projected expenditures on health research, 
117; recommendation, 256. 

HEALTH, PROVINCIAL DEPARTMENTS OF, health 
administrative councils, 231. 

HEALTH RESEARCH, a specific definition, 87; 
contribution of Canadian scientists, 88; 
sponsorship, 90; expenditures, 101; in- 
adequacy of support, 107; future supply of 
health scientists, 114; projected spending 
1961-1971, 116; future capital expenditures, 
120; quality of health care, 123; Health 
Sciences Research Council, 125; recom- 
mendations, 130, 131, 292. 

HEALTH SCIENCES, shortages of personnel and 
facilities, 111, 112. 

HEALTH SCIENCES CENTRE, speech and audio- 
logical therapists, 63; training facilities for 
speech therapy and audiology, 70. 

HEALTH SCIENCES RESEARCH COUNCIL, research 
and innovation, 12; organizational arrange- 
ments, 17; research grants for drugs, 34; 
shortage of pharmacists, 38; to continue 
work of Commission, 81; financial support 
of extramural health research, 119, 120; 
organization and functions, 125-130; health 
statistics, 140; co-ordination of health 
statistics, 143, 144; liaison with the 
Dominion Bureau of Statistics, 148, 149; 
health statistical system, 149; federal 
administration, 220-221; federal-provincial 
co-operation, 227; provincial health plan- 
ning councils, 230; health administrative 
councils, 233; research in the North, 270; 
recommendation, 283. 

HEALTH SERVICES, quality essential, 1; part 
payment policy, 6; appointment system, 6; 
effects of preventive medicine, 9; research, 
15; Health Planning Councils, 225 sine 
North, 264. 

HEALTH SERVICES ADMINISTRATION, COUISES, 
256; recommendation, 294. 

HEALTH SERVICES COMMISSIONS, voluntary 
planning, 14-15; organizational arrange- 
ments, 18; represented on Paramedical 
Education Planning Committee, 67; need 
for regional health statistics, 142, 143; 
health statistical system, 149; provincial 
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administration, 216; health 
planning councils, 230. 

HEALTH SERVICES CO-ORDINATORS, provincial 
administration, 219. 

HEALTH SERVICES FUNDS, health administrative 
organizations, 228-229. 

HEALTH SERVICES GRANTS, federal administra- 
tion, 232. 

HEALTH SERVICES IN THE TERRITORIES, recom- 
mendation, 282. 

HEALTH SERVICES PROGRAMMES, freedom a 
fundamental feature, 10; voluntary organ- 
izations, 13; recommended, 20; pharma- 
cists, 21; health research, 88; need for 
statistical information, 133, 138; statistical 
health analysis, 139; evaluation procedures, 
144; voluntary organizations, 151; financ- 
ing voluntary health activities, 196; organ- 
ization of health services, 199; administra- 
tion and planning of health services, 215; 
recommendation, 222; federal-provincial 
co-operation, 226; at the community level, 
237; co-ordination and health services 
administration, 254; the North, 267; 
ambulance service in the North, 270. 

HEALTH STATISTICS, existing situation, 133-137; 
improvement of, 137-143; a health statis- 
tical system for Canada, 143-150. 

HIGHWAY TRAFFIC ACTS, ambulance services, 
85. 

HOME CARE, co-ordination of health services, 
246. 

HOME CARE EQUIPMENT, voluntary organiza- 
tions, 166. 

HOME CARE PROGRAMMES, health statistics, 
136. 

HOME CARE SERVICES, federal administration, 
232: programmes in the North, 280. 

HOMEMAKER SERVICES, voluntary organiza- 
tions, 164. 

HOME NURSING, health statistics, 135; training 
courses by Canadian Red Cross, 154. 

HORMONES, health research, 88. 

HOSPITAL CARE, patient-days statistics, 140. 


HOSPITAL CARE SERVICE, voluntary health 
organization in the United Kingdom, 190. 

HOSPITAL CONSTRUCTION, recent trends in the 
organization of health services, 208. 

HOSPITAL CONSTRUCTION GRANTS, 
administrative organizations, 299. 


provincial 
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HOSPITAL INSURANCE, health research, 89; in 
the North, 280. 

HOSPITAL INSURANCE AND DIAGNOSTIC SERV- 
ICES, transfer of responsibilities, 156. 

HOSPITAL INSURANCE AND DIAGNOSTIC SERV- 
ICES ACT, financial assistance for training in 
paramedical fields, 70; training in health 
research, 97; projected spending on health 
research, 117; health statistics from small 
hospitals, 141; recent trends in the organ- 
ization of health services, 204; federal 
administration, 222. 

HOSPITAL INSURANCE AGENCIES, health statis- 
tics.0134: 

HOSPITAL INSURANCE AND DIAGNOSTIC SERV- 
ICES, ADVISORY COMMITTEE ON, hospital 
statistics, 136. 

HOSPITAL INSURANCE PROGRAMMES, training of 
medical record librarians, 52; training of 
paramedical personnel, 67. 


HOSPITAL PHARMACISTS, increase in demand, 
a2. 


HOSPITALS, many without the services of a 
pharmacist, 32; training of paramedical 
personnel, 41; employment of selected 
health personnel, 42, 43; dietitions, 48; 
dietitions employed, 49; medical record 
librarians, 50; training of radiological 
technicians, 54; operating-room techni- 
cians, 56; electroencephalography techni- 
cians, 57; employment of physiotherapists, 
58; speech and audiological therapists, 62; 
employment of medical social workers, 63; 
employment of social workers, 64; require- 
ments and supply of staff, 68-69; podiatry, 
75; chiropractors, 77; sponsorship of 
health research, 90; grants-in-aid of health 
research from federal government, 96; 
applications for federal health research 
assistance, 97; shortages of research 
personnel and facilities, 111, 112; expan- 
sion of health research facilities, 120; 
university medical schools, 121, 122; 
health statistics, 134; difficulties in pro- 
ducing health statistics, 141; voluntary 
health organizations, 151; recent trends 
in the organization of health services, 206; 
provincial administration, 218; local health 
services, 238; general practitioner, 242. 

HOSPITAL SERVICES, federal administration, 
232, 
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‘HOSPITAL STATISTICS”, paramedical occupa- 
tions, 42. 

HOSTELS, voluntary organizations, 167. 

HYGIENE, LABORATORY OF, federal research in 
public health, 97. 


I 


ILLUSTRATORS, MEDICAL, paramedical per- 
sonnel, 40. 

IMMUNIZATION COMMITTEE, Health League of 
Canada, 154. 

IMPAIRMENTS, health research, 87. 

INCOME TAX ACT, recommendations, 197. 

INDIVIDUALS, health statistics, 138. 

INDUSTRIAL ACCIDENT PREVENTION 
TION, safety, 174. 

INDUSTRIAL HEALTH, health statistics, 135. 

INFANT WELFARE, Victorian Order of Nurses, 
152: 

INFORMATION SERVICE, pharmacists in Govern- 
ment, 34. 

INNOVATION, freedom within the Health 
Services Programmes, 12. 

INSTITUTE FOR THE WORD-BLIND, voluntary 
health organization in Denmark, 191. 

INSTITUTIONAL FACILITIES, health services in 
the North, 267. 

INSTITUT NAZARETH DE MONTREAL, L’, federal 
grants, 178. 

INSURANCE INDUSTRY, 
coverage, 3. 

“INVALID TRANSPORT PROGRAMME”, St. John 
Ambulance, 167. 

INVESTIGATORS, research fellowships in the 
health sciences, 109. 

ISRAEL, voluntary health organizations, 194. 


ASSOCIA-~ 


support industrial 


J 


JUNIOR RED CROSS, membership, 157. 


K 


KING GEORGE THE FIFTH MEMORIAL CHILDREN’S 
HEALTH CAMPS FEDERATION, voluntary 
health organizations in New Zealand, 193. 


KINSMEN CLUB, patient-aids, 166. 
KIWANIS CLUB, patient-aids, 166. 
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LABORATORIES, health research, 87; knowledge 
in dentistry, 89; inadequacy of space for 
health research, 108. 

LABORATORY TECHNICIANS, paramedical per- 
sonnel, 40, 52; employment of selected 
health personnel, 42, 43; ratios of bed 
capacity and patient-days, 45; qualified 
and non-qualified, 47; vacancy rates in 
hospitals, 48; requirements and supply in 
hospitals, 68. 

LABOUR DEPARTMENT, rehabilitation, 252; 
recommendation, 254. 

LABOUR FORCE SURVEY, health statistics, 139. 

LAVAL UNIVERSITY, School of Pharmacy, 24. 

LEAGUE OF FRIENDS, voluntary health organ- 
izations in the United Kingdom, 190. 

LIBRARIES, see also MEDICAL LIBRARIES. 

LIGUE D’HYGIENE DENTAIRE, education of 
health personnel, 171; education pro- 
gramme, 176. 

LIVER DISEASES, health research, 88. 


M 


MADDEN, DR. J. J., research studies, XVIII. 

MAMMALIAN CELLS, health research, 88. 

MANIPULATIVE THERAPY SPECIALISTS, drugless 
practitioners, 77. 

MANITOBA, number of pharmacists, 24; speech 
and audiological therapists, 62; training of 
social workers, 63; optometrists, f PH 
chiropractic services, 76; osteopath act, 80; 
Alcoholics Anonymous, 162; Victorian 
Order of Nurses, 163; sheltered workshops, 
168. 

MANITOBA HOSPITAL SURVEY BOARD, recent 
trends in the organization of health serv- 
ices, 209. 

MANITOBA MEDICAL SERVICES, experience in 
prepayment plan, 7; recent trends in the 
organization of health services, 207. 

MANITOBA SOCIETY FOR CRIPPLED CHILDREN 

». AND ADULTS, rehabilitation services, 163. 

MANITOBA, UNIVERSITY OF, graduate degrees in 

& pharmacy, 23; School of Pharmacy, 24. 

MANPOWER, historical statistics, 136. 

MARCH-OF-DIMES, rehabilitation, 163. 
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MARGARET MACLAREN MEMORIAL FUND, educa- 
tion of health personnel, 171. 

MARITIME SCHOOL OF SOCIAL WORK, training of 
social workers, 63. 

MASSEY, VINCENT, the North, 261. 

MATERNAL WELFARE, Victorian Order of 
Nurses, 152. 

MCGILL UNIVERSITY, training of physiothera- 
pists, 58; training of speech and audio- 
logical therapists, 62; stated that chiro- 
practic is false, 78; Aviation Medicine 
Unit, 98. 

MEDICAL AND REHABILITATION GRANT, devel- 
opment of voluntary activities, 155. 

MEDICAL ARTISTS, paramedical personnel, 40. 

MEDICAL AUDIT COMMITTEE, recent trends in 
the organization of health services, 207. 

MEDICAL CARE, health research, 89. 

MEDICAL CARE BENEFIT, transportation costs 
in the North, 270; recommendation, 283. 

MEDICAL COLLEGES, ASSOCIATION OF, shortages 
of research facilities, 111, 112; overhead 
costs of health research, 114. 

MEDICAL EXPENSES, voluntary organizations, 
163. 

MEDICAL FACULTY, training of occupational 
therapists, 60. 

MEDICAL GRADUATES, recommendation, 246. 

MEDICAL GROUP PRACTICE, health statistics, 
136. 

MEDICAL ILLUSTRATORS, paramedical person- 
nel, 40. 

MEDICAL INSTITUTES OF HEALTH, projected 
expenditures on health research, 117. 

MEDICAL LIBRARIANS, paramedical personnel, 
40. 

MEDICAL LIBRARIES, personnel, facilities and 
resources insufficient, 113. 

MEDICAL PHOTOGRAPHERS, paramedical per- 
sonnel, 40. 

MEDICAL PROFESSION, quality of services, 2; 
recent trends in the organization of health 
services, 207. 

MEDICAL RECORD LIBRARIANS, paramedical 
personnel, 40, 50; employment of selected 
health personnel, 42, 43; ratios of bed 
capacity and patient-days, 45; qualified 
and non-qualified, 47; vacancy rates in 
hospitals, 48; hospital requirements, 66; 
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requirements and supply in hospitals, 68; 
shortages foreseen, 70. 

MEDICAL RESEARCH, health statistics, 139; 
voluntary organizations, 161. 

MEDICAL RESEARCH COUNCIL, effects of radia- 
tion on man, 82; functions, type of research 
support and methods of application and 
administration, 91-94; grants requested 
and awarded, 109; fellowships requested 
and awarded, 110, 160. 

MEDICAL REVIEW COMMITTEE, recent trends in 
the organization of health services, 207. 
MEDICAL SCHOOLS, recommend expansion, 8; 
training facilities for physiotherapy and 
occupational therapy, 70; Department of 
Rehabilitation, 70; training facilities for 
speech therapists and audiological thera- 
pists, 70; visiting scientists’ awards, 93; 
health research, 107; shortages of research 
personnel and facilities, 111, 112; projec- 
ted growth of health research, 118; general 

practitioners, 243; recommendation, 282. 

MEDICAL SCIENTISTS, losses to United States, 
111; future supply, 114. 

MEDICAL SERVICES, federal administration, 
232; programmes in the North, 280. 

MEDICAL SERVICES BENEFIT, preventive serv- 
ices, 250. 

MEDICAL SERVICES PROGRAMMES, intended to 
meet medical needs of all Canadians on a 
prepayment basis, 3. 

MEDICAL SOCIAL WORKERS, paramedical per- 
sonnel, 40, 63; hospital requirements, 66; 
requirements and supply in hospitals, 68; 
shortages foreseen, 70. 

MEDICAL TECHNICIANS, paramedical personnel, 
40, 52. 

MEMORIAL UNIVERSITY, school of pharmacy, 
36; medical school, 271; recommendation, 
282. 

MENTAL AFTER CARE ASSOCIATION, voluntary 
health organizations in the United King- 
dom, 190. 

MENTAL DISEASES, health research, 

MENTAL DISORDERS, health statistics, 136. 


MENTAL HEALTH, research and assistance, 14; 
inadequate statistics, 136. 

MENTAL HEALTH RESEARCH FUND, voluntary 
health organizations in the United King- 
dom, 190. 
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MENTAL HOSPITALS, employment of selected 
health personnel, 43; occupational thera- 
pists, 60. 

METABOLISM, in health and disease, 88. 

MiIcRoscoPpy, health research in Canadian 
laboratories, 89. 

MONTREAL, school for the blind, 152; Société 
des Infirmiéres Visiteuses, 163. 

MONTREAL ASSOCIATION FOR RETARDED CHILD- 
REN, education of health personnel, 172. 
MONTREAL ASSOCIATION FOR THE BLIND, 

federal grants, 178. 

MONTREAL, UNIVERSITY OF, graduate degrees 
in pharmacy, 23; training of speech and 
audiological therapists, 62; school for 
optometrists, 70. 

MOOSE JAW, Victorian Order of Nurses, 164. 

MORBIDITY, improvement of health statistics, 
138. 

MORTALITY STATISTICS, assessment of health 
problems, 135. 

MOTHERCRAFT SOCIETY, sources of funds, 185. 

MULTIPLE DYSTROPHY ASSOCIATION, develop- 
ment of voluntary activities, 156. 

MULTIPLE SCLEROSIS SOCIETY, support of health 
research, 100, 104; development of volun- 
tary activities, 156; sick-room supplies, 
home care equipment, appliances, 166; 
research, 170; income and expenditure, 
179-180; distribution of funds, 185; organ- 
ization, 187. 

MUNICIPAL HEALTH DEPARTMENTS, 
statistics, 133. 

MUSCULAR DYSTROPHY ASSOCIATION, support 
of health research, 100, 104; patient aids, 
166; research, 170; quarterly newspaper, 
175; income and expenditure, 179-180; 
distribution of funds, 185; organization, 
187. 

MUSCULO-SKELETAL SPECIALISTS, drugless prac- 
titioners, 77. 


health 


N 


NARCOTIC CONTROL, DIVISION OF, pharmacists 
employed, 34. 

NATIONAL ADVISORY COUNCIL ON THE RE- 
HABILITATION OF DISABLED PERSONS, fe- 
commendation, 254. 

NATIONAL ASSOCIATION FOR EPILEPSY, volun- 
tary health organizations in Denmark, 191. 
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NATIONAL ASSOCIATION FOR MENTAL HEALTH, 
voluntary health organizations in the 
United Kingdom, 190. 


NATIONAL ASSOCIATION FOR THE PREVENTION 
OF MULTIPLE SCLEROSIS, voluntary health 
organizations in the United Kingdom, 190. 


NATIONAL ASSOCIATION FOR THE PREVENTION 
OF RHEUMATIC DISEASES, voluntary health 
organizations in Denmark, 191. 


NATIONAL ASSOCIATION FOR THE PROMOTION 
OF BETTER HEARING, voluntary health organ- 
izations in Denmark, 191. 


NATIONAL CANCER INSTITUTE, grants, 13; 
support of health research, 100, 104; 
graduate health research fellowships, 109, 
110; organization, 188. 


NATIONAL CANCER SOCIETY, voluntary health 
organizations in Norway, 192. 


NATIONAL CENTER FOR HEALTH STATISTICS, 
integration of health statistics in the United 
States, 143, 144. 


NATIONAL COUNCIL FOR CRIPPLED CHILDREN 
AND ADULTS, removed age limit, 155. 


NATIONAL DEFENCE, DEPARTMENT OF, repre- 
sentative on dental research committee, 94. 

NATIONAL DRUG FORMULARY, pharmacist’s 
work facilitated, 31; pharmacists in 
Government services, 34; federal adminis- 
tration, 232. 

NATIONAL ECONOMIC DEVELOPMENT COUNCIL, 
recent trends in business and Government 
organization, 203. 

NATIONAL HEALTH AND WELFARE, DEPARTMENT 
or, pharmacists employed, 34; radiation, 
83; representative on dental research com- 
mittee, 94; sponsorship of health research, 
96-98; federal expenditures for health re- 
search, 102, 103; scientists engaged in 
health research, 115; health statistics, 134; 
a jurisdictional dispute, 137; integration 
and co-ordination of health statistics, 145- 
149; sources of funds, 177; recommenda- 
tions, 197, 222, 282; federal administration 
of health grants, 220; health services in the 
North, 268. 

NATIONAL HEALTH GRANTS, training of medical 
record librarians, 52; rehabilitation, 163. 

NATIONAL HEALTH GRANTS PROGRAMME, assist- 
ance to voluntary organizations, 13-14; 
grants-in-aid of health research, 96, 97; 
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rehabilitation, 155; federal administration, 
Z228 

NATIONAL INSTITUTES OF HEALTH, grants, 16; 
United States support of health research 
in Canada, 101, 105, 107, 108; shortages of 
personnel and facilities, 108; grants made 
in Canada, 119, 120. 

NATIONAL MEDICAL ADVISORY BOARD, organ- 
ization, 187. 

NATIONAL PHYSICAL FITNESS AND AMATEUR 
SPORT ACT, training in health research, 97. 

NATIONAL PLANNING COUNCILS, 
tional arrangements, 17-18. 

NATIONAL RESEARCH COUNCIL, health research, 
91; federal expenditures for health services, 
103; funds for dental science research in 
Canada, 113; assisted research grants, 113: 
Associate Committee on Medical Research, 
160. 

NATIONAL REVENUE, DEPARTMENT OF, recom- 
mendation, 197. 

NATIONAL SAFETY LEAGUE OF CANADA, accident 
prevention, 174. 

NATIONAL SANITARIUM ASSOCIATION, support 
of health research, 100, 104; development 
of voluntary activities, 152. 

NATIONAL SOCIETY OF MENTALLY HANDICAP- 
PED CHILDREN, voluntary health organiza- 
tions in the United Kingdom, 190. 

NATUROPATHS, selected professional, technical 
and other health personnel, 39; paramedical 
personnel, 79. 

NAZARETH INSTITUTE FOR THE BLIND, devel- 
opment of voluntary activities, 152. 

NEUROLOGICAL MEDICINE, physiotherapists, 
She 

NEUROLOGICAL SPECIALISTS, 
titioners, 77. 

NEW BRUNSWICK, number of pharmacists, 24; 
optometrists, 72; Alcoholics Anonymous, 
162; “Invalid Transport Programme’, 167; 
sheltered workshops, 168; school for 
diabetics, 175. 

NEWFOUNDLAND, number of pharmacists, 24; 
optometrists, 72; chiropractors, 76; osteo- 
paths, 80; Alcoholics Anonymous, 162; 
Victorian Order of Nurses, 163; sheltered 
workshops, 168. 

NEW ZEALAND, voluntary health organ- 
izations, 192. 


organiza- 


drugless prac- 
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NEW ZEALAND FEDERATION OF TUBERCULOSIS 
ASSOCIATIONS, voluntary health organiza- 
tions in New Zealand, 193. 

NEW ZEALAND RED CROSS SOCIETY, voluntary 
health organizations in New Zealand, 193. 

NORTH, health services, 18; must be accepted, 
261; health services needed, 266; supply of 
personnel, 270. 

NORTHERN GOVERNMENT ACTIVITIES, CO-ORDI- 
NATION OF, recommendation, 284. 

NORTHERN HEALTH SERVICE, in the Territories, 
268; organized flying health service circuits, 
268; ‘“‘Eskimo Family Medical Pack’’, 270; 
recommendations, 281, 282. 

NORTHERN HEALTH SERVICE PLAN, 
mendations, 281, 294. 

NORTHERN STATIONS, periodical visits by 
medical specialists and dentists, recom- 
mendation, 281-282. 

NORTHWEST TERRITORIES, number of phar- 
macists, 24; population density, 263; 
health needs, 263; infant mortality, 265; 
health services, 268; ethnic groups, 277; 
recommendations, 281, 283. 

NORWAY, voluntary health organizations, 192. 

NOVA SCOTIA, number of pharmacists, 24; 
optometrists, 72; chiropractors, 76; osteo- 
paths, 80; Alcoholics Anonymous, 162; 
sheltered workshops, 168. 

NOVA SCOTIA REHABILITATION CENTRE, devel- 
opment of voluntary activities, 156. 

NURSES, Operating room technicians, 57; 
health statistics, 133; valuable contribu- 
tion, 160. 

NURSING EDUCATION PLANNING COMMITTEE, 
provincial health planning councils, 231. 

NURSING PROFESSION, quality of services, 2. 

NURSING SCHOOLS, recommend expansion, 8. 

NURSING SERVICES, Canadian Red Cross, 153. 


NUTRITION, health research, 87; preventive 
services, 249. 


recom- 


O 


OBSTETRICAL, physiotherapists, 57. 


OCCUPATIONAL THERAPISTS, paramedical per- 
sonnel, 40, 60; employment of selected 
health personnel, 42, 43; ratios of bed 
capacity and patient-days, 45; qualified 
and non-qualified, 47; vacancy rates in 
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hospitals, 48; hospital requirements, 66; 
requirements and supply in hospitals, 68; 
shortages foreseen, 70. 

OCCUPATIONAL THERAPY, training facilities 
recommended, 70. 

ONTARIO, number of pharmacists, 24; speech 
and audiological therapists, 62; training of 
social workers, 63; optometrists, 72; 
number of chiropractors, 77; osteopaths, 
80; National Sanitarium Association, 152; 
Alcoholics Anonymous, 162; sheltered 
workshops, 168. 

ONTARIO ACT, intended to cover everybody, 3. 

ONTARIO CANCER TREATMENT AND RESEARCH 
FOUNDATION, provincial health agencies, 99. 

ONTARIO DEPARTMENT OF EDUCATION, educa- 
tion of health personnel, 172. 

ONTARIO SOCIETY FOR CRIPPLED CHILDREN, 
service clubs, 154. 

ONTARIO TUBERCULOSIS ASSOCIATION, radia- 
tion, 82; health education specialists, 176. 

OPERATING ROOM TECHNICIANS, paramedical 
personnel, 40, 56. 

OPHTHALMOLOGISTS, to determine specifica- 
tions of contact lenses, 75. 

OPTICAL SERVICES, federal administration, 
232; programmes in the North, 280. 

OPTICAL SERVICES PROGRAMME, 72. 

OPTICIANS, selected professional, technical 
and other health personnel, 39; para- 
medical personnel, 74; recommendation, 
291. 

OPTOMETRICAL ASSOCIATION OR SOCIETY, issues 
licences, 71. 

OPTOMETRISTS, selected professional, technical 
and other health personnel, 39; para- 
medical personnel, 70; requirements and 
supply, 72. 

OPTOMETRY, PROVINCIAL BOARD OF EXAM- 
INERS, examination requirements, 71. 

ORDER OF ST. JOHN, voluntary health organ- 
izations in the United Kingdom, 190. 

ORGANIZATION OF SERVICES, quality depends 
on, 1. 

ORTHOPTISTS, paramedical personnel, 40. 

OSTEOPATHS, selected professional, technical 
and other health personnel, 39; para- 
medical personnel, 80. 

OTTAWA, Victorian Order of Nurses, 164; 
homemaker services, 164. 
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PAEDIATRIC MEDICINE, physiotherapists, 57. 

PARAMEDICAL EDUCATION PLANNING COM- 
MITTEE, recommended, 67. 

PARAMEDICAL PERSONNEL, selected profes- 
sional, technical and other health per- 
sonnel, 39; ratios of bed capacity and 
patient-days, 45; part-time employment, 
46; future requirements and supply, 65; 
hospital requirements, 65; total require- 
ments, 66; financial assistance for training 
recommended, 70; recommendation, 290. 

PARAMEDICAL PERSONNEL, COMMITTEE ON, 
provincial health planning councils, 231. 

PATHOLOGY, grants-in-aid of research, 93. 

‘“‘pATIENT-MEMBER” ORGANIZATIONS, member- 
ship, 157. 

PATIENTS, freedom within the Health Services 
Programmes, 11; voluntary health organ- 
izations, 161. 

PERSONNEL, quality depends on professionally 
qualified, 1. 

PERSONNEL RECRUITMENT, recommendation, 
282. 

PHARMACEUTICAL INDUSTRY, growth, 33: 
drug research, 90; health research facil- 
ities, 112. 

PHARMACISTS, contribution to health services, 
21; education and training, 22; consultant 
on drugs, 23; total number, 24; rural- 
urban distribution, 25; immigration, 26; 
retail pharmacy, 30; shortage in retail 
pharmacy, 31; in Armed Forces, 34; future 
requirements and supply, 35; part-time 
employment in small hospitals, 38; valuable 
contribution, 160; recommendation, 290. 

PHARMACIST SURVEY, retail pharmacy, i 

PHARMACOLOGY, grants-in-aid of research, 93. 

PHARMACY, definition, 21; public health in- 
formation centre, 23; demand and utiliza- 
tion, 29; rapid changes in practice, 36. 

PHARMACY PROFESSORS, shortage, 34. 

PHARMACY SCHOOLS, changing role of pharma- 
cists, 23. 

PHARMACY STUDENTS, economic background 
and education expenses, 28. 

PHOTOGRAPHERS, MEDICAL, paramedical per- 
sonnel, 40. 

PHYSICAL DISEASES, health research, 87. 
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PHYSICAL FITNESS, health research, federal 
government, 96. 

PHYSICIANS, freedom within the Health 
Services Programmes, 10-11; employment 
of electrocardiography technicians, 57; 
health research in Canada, 107; potential 
health research personnel, 111; health 
statistics, 133. 

PHYSICIANS’ SERVICES INC., 4. 

PHYSIOLOGY, grants-in-aid of research, 93. 

PHYSIOTHERAPISTS, paramedical personnel, 40, 
57; employment of selected health person- 
nel, 42, 43; ratios of bed capacity and 
patient-days, 45; qualified and non-quali- 
fied, 47; vacancy rates in hospitals, 48; 
hospital requirements, 66; requirements 
and supply in hospitals, 68; shortages fore- 
seen, 70. 

PHYSIOTHERAPY, 
mended, 70. 

PICKER FOUNDATION, support of health re- 
search, 100, 104. 


PLANNING, recent trends in business and 
government organization, 203: 


training facilities recom- 


PLANNING COUNCILS, recommendations, 196. 

PLANNING OF HEALTH SERVICES, future organ- 
ization of health services, 214. 

PLUNKET SOCIETY, voluntary health organ- 
izations in New Zealand, 193. 

PODIATRISTS, selected professional, technical 
and other health personnel, 39; para- 
medical personnel, 75. 

PODIATRY, BOARD OF EXAMINERS IN, licensing 
examination, 75. 

POLIOMYELITIS FOUNDATION, homemaker 
services, 164; education of health personnel, 
171. 

PRACTITIONERS, recent trends in the organiza- 
tion of health services, 205; future organ- 
ization of health services, pay le 

PRAIRIE PROVINCES, training facilities for 
speech therapy and audiology, 70. 

PREMATURE BABIES, health research, 88. 

PREPAYMENT PLANS, demand for unnecessary 
medical care, 4; health statistics, 133, 134. 

PRESCRIPTION DRUG BENEFITS, pharmacists, 21. 

PRESCRIPTION DRUGS, hospital pharmacy, ans 

PRESCRIPTION DRUG SERVICES, federal admin- 
istration, 232. 
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PRESCRIPTION DRUG SERVICES PROGRAMME, in- 
crease in volume of prescribed drugs, 37. 

PREVENTION OF ACCIDENTS, recommendation, 
174. 


PREVENTION OF ILLNESS, voluntary organiza- 
tions, 151. 


PREVENTIVE SERVICES, co-ordination of health 
services, 248. 


PRINCE EDWARD ISLAND, number of pharma- 
cists, 24; optometrists, 72; chiropractors, 
76; osteopaths, 80; Alcoholics Anonymous, 
162; Victorian Order of Nurses, 163; 
sheltered workshops, 168. 


PRIVATE HOSPITALS, employment of selected 
health personnel, 43. 


PRIVY COUNCIL, supervision and co-ordination 
of government research, 125-128. 


PRIVY COUNCIL COMMITTEE ON _ SCIENTIFIC 
AND INDUSTRIAL RESEARCH, shortages of 
health research facilities, 112. 


PROFESSIONAL BODIES, sponsorship of health 
research, 90. 


PROFESSIONAL SCHOOLS, preparation of quali- 
fied workers, 1. 


PROFESSIONAL TITLES, special problems, 81; 
recommendation, 291. 


PROFESSIONAL TRAINING GRANTS, recommen- 
dations, 38, 246, 256, 282; training of 
paramedical personnel, 67; health admin- 
istrative organizations, 229; federal admin- 
istration, 232; North, 272. 


PROJECTIONS, future supply of health scien- 
tists, 116; expenditures on health research, 
116-120. 

PROMOTION OF HEALTH, voluntary organiza- 
tions, 151. 


PROSTHETIC EXPENSES, voluntary organiza- 
tions, 163. 


PROSTHETIC SERVICES, federal administration, 
232; programmes in the North, 280. 


PROSTHETISTS, paramedical personnel, 40. 


PROVINCES, insurance funds, 18; National 
Health Grants, 96, 97; applications for 
federal health research assistance, 97; 
research carried out by health agencies, 99; 
a co-ordinated system of health statistics, 
142. 


PROVINCIAL ADMINISTRATION, health services, 
216. 
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PROVINCIAL AGENCIES, grants-in-aid to re- 
search, 104; projected spending on health 
research, 117. 

PROVINCIAL BOARD OF EXAMINERS IN OPTOM- 
ETRY, examination requirements, 71. 

PROVINCIAL DEPARTMENTS OF HEALTH, health 
administrative councils, 231. 

PROVINCIAL GOVERNMENTS, health research 
facilities, 112; scientists engaged in health 
research, 115; voluntary agencies, 156; 
future organization of health services, 212; 
administration and planning of health 
services, 215. 

PROVINCIAL HEALTH DEPARTMENTS, 
statistics, 133. 

PROVINCIAL HEALTH PLANNING COUNCILS, 
recommendation, 67; health administrative 
organizations, 230. 

PROVINCIAL HEALTH SERVICES COMMISSIONS, 
administration and planning of health 
services, 216-217; health administrative 
organizations, 228. 

PROVINCIAL PARAMEDICAL ASSOCIATIONS, rep- 
resented on Paramedical Education Plan- 
ning Committee, 67. 

PROVINCIAL PLANNING COUNCILS, organiza- 
tional arrangements, 18. 

PROVISION OF HEALTH SERVICES, future organ- 
ization of health services, 210. 

PSYCHIATRIC SOCIAL WORKERS, paramedical 
personnel, 40. 

PSYCHOLOGISTS, CLINICAL, paramedical per- 
sonnel, 40. 

PUBLIC HEALTH ACT, ambulance services, 85. 


PUBLIC HEALTH GRANTS, Provincial Depart- 
ments of Health, 231; federal administra- 
tion, 232. 

PUBLIC HEALTH 
personnel, 40. 


PUBLIC HEALTH NURSING COURSE, Dalhousie 
University, 153. 

PUBLIC HEALTH RESEARCH GRANT, federal 
health research programme, 97. 


health 


INSPECTORS, paramedical 


PUBLIC INFORMATION, voluntary organiza- 
tions, 172. 


Q 


QUALITY, essential element in health services, 
1. 
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QUEBEC, number of pharmacists, 24; physio- 
therapists, 59; speech and audiological 
therapists, 62; training of social workers, 
63; optometrists, 72; chiropractors, 76; 
number of chiropractors, 77; naturopaths, 
79; osteopaths, 80; Canadian Federation 
of the Blind, 156; Alcoholics Anonymous, 
162; Société des Infirmieres Visiteuses, 
163; sheltered workshops, 168. 

QUEBEC COLLEGE OF DENTAL SURGEONS, educa- 
tion programme, 176. 

QUEBEC SOCIETY OF CRIPPLED CHILDREN, S€Iv- 
ice clubs, 154. 

QUEEN ELIZABETH II FUND, research into 
diseases of children, 99, 103. 


R 


RADIATION, new health hazards, 138, 139. 

RADIATION PROTECTION DIVISION, safety meas- 
ures, 83. 

RADIOGRAPHY, special problems, 82; recom- 
mendation, 291. 

RADIOLOGICAL EQUIPMENT, chiropractors, AI. 

RADIOLOGICAL TECHNICIANS, paramedical per- 
sonnel, 40, 54; employment of selected 
personnel, 42, 43; ratios of bed capacity 
and patient-days, 45; qualified and non- 
qualified, 47; vacancy rates in hospitals, 48; 
training, 54, 55; requirements and supply 
in hospitals, 68. 

RADIONICS SPECIALISTS, drugless practitioners, 
he 

RED CROSS BLOOD TRANSFUSION SERVICES, 
voluntary organizations, 165. 

RED CROSS SICKROOM SUPPLY LOAN SERVICE, 
voluntary organizations, 166. 

RED CROSS SOCIETY, distribution of funds, 185. 

REFRIGERATION, in major surgery, 88. 

REGIONAL HOSPITAL BOARDS, voluntary health 
organizations in the United Kingdom, 190. 

REGIONAL OR MUNICIPAL ORGANIZATION, CO- 
ordination of health services, 257. 

REGIONAL PLANNING COUNCILS, organizational 
arrangements, 18. 

REHABILITATION, research and assistance, 14; 
health research, 87; health studies by 
federal government, 96; National Health 
Grants Programme, 155; preventive serv- 
ices, 250; recommendation, 254, 293. 
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REHABILITATION AGENCY, 
254. 

REHABILITATION CENTRES, employment of 
medical social workers, 63. 

REHABILITATIVE CLINICS, occupational thera- 
pists, 60; voluntary organizations, 163. 

REHABILITATION, DEPARTMENT OF, 
mended in universities, 70. 

REHABILITATION FOUNDATION FOR THE DIS- 
ABLED, support of health research, 100; 
research, 170. 

REHABILITATION INSTITUTE OF MONTREAL, 
development of voluntary activities, 156. 

REHABILITATION SERVICES, health statistics, 
136; voluntary organizations, 161. 

RELIGIOUS ORDERS, development of voluntary 
activities, 152. 

REPORT OF THE ROYAL COMMISSION ON GOVERN- 
MENT ORGANIZATION, recent trends in 
business and government organization, 202. 

RESEARCH, freedom within the Health Services 
Programmes, 12; must be expanded, 16; 
voluntary organizations, 170; College of 
General Practice, 245; recommendation, 
283. 

RESEARCH FACILITIES, in medical schools and 
teaching hospitals, 111, 112. 

RESEARCH FUNDS, Canada and United States, 
110s t1: 

RESEARCH WORKERS, applications for fellow- 
ship assistance, 108; projected assistance 
funds available, 118. 

ROTARY CLUB, crippled children, 154; patient- 
aids, 166. 

ROYAL COMMISSIONER, study of chiropractic in 


recommendation, 


recom- 


Quebec, 79. 
RUSSIAN ARCTIC, spectacular development, 
278. 
S 


ST. DUNSTAN’S HOSPITAL, 153. 

ST. ELIZABETH VISITING NURSES’ ASSOCIATION, 
development of voluntary activities, 153; 
community nursing, 163. 

ST. FRANCIS XAVIER UNIVERSITY, medical 
school, 271. 

ST. JOHN AMBULANCE, first-aid certificate, 85; 
development of voluntary activities, 152; 
membership, 157; “Invalid Transport 
Programme’’, 167; education of health 
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personnel, 171; teaching, 173; federal 
grants, 178; organization, 188; voluntary 
health organizations in New Zealand, 193. 

SALARIES, health technicians, 107. 

SANITARY ENGINEERS, paramedical personnel, 
40. 

SANATORIUM ASSOCIATION OF THE CO-OPERA- 
TIVE SOCIETIES, voluntary health organiza- 
tions in Denmark, 191. 

SASKATCHEWAN, number of physicians, 9; 
number of pharmacists, 24; training of 
laboratory technicians, 53; speech and 
audiological therapists, 62; optometrists, 
72; osteopath act, 80; ambulance services, 
85; Canadian Federation of the Blind, 156; 
Alcoholics Anonymous, 162; sheltered 
workshops, 168. 

SASKATCHEWAN HEALTH SERVICES PLANNING 
COMMISSION, recent trends in the organi- 
zation of health services, 209. 

SASKATCHEWAN, UNIVERSITY OF, graduate 
degrees in pharmacy, 23; education of 
health personnel, 172; general practitioner, 
244. 

SASKATOON, Victorian Order of Nurses, 164. 

SCHOLARSHIPS, medical research, 92, 93; 
dental research, 95, 96. 

SCHOOLS, dietitians, 48. 


SCHOOLS FOR OCCUPATIONAL AND PHYSICAL 
THERAPISTS, 160. 

SCHOOLS FOR RADIOLOGICAL TECHNICIANS, 
development of voluntary activities, 160. 

SCHOOLS OF PHARMACY, 
students, 26; staff, 34. 

SCIENTIFIC AGENCIES, intensive study of radia- 
tion recommended, 84. 


graduates and 


SCIENTIFIC COMMITTEE ON THE EFFECTS 
ATOMIC RADIATION, 82. 


OF 


SCIENTIFIC RESEARCH, voluntary organizations, 
bleak 


SCIENTISTS, development of health research 
in Canada, 107. 


SERVICE CLUBS, crippled children, 154. 


SERVICES OF HOMEMAKERS 
Ontario, 164, 


SEX CHROMOSOME, health research, 88. 
SHARE, Organization, 187. 


SHELTERED WORKSHOPS, voluntary organiza- 
tions, 167. 


AND NURSES, 
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SHERBROOKE, UNIVERSITE DE, training of 
occupational therapists, 62; Department 
of Rehabilitation, 70. 


SICK-ROOM SUPPLIES, voluntary organizations, 
166. 

SMOKING, health statistics, 139. 

SOCIAL ALLOWANCES ACT, chiropractic services 
in Manitoba, 76. 


SOCIAL WORKERS, employment of selected 
health personnel, 42, 43; ratios of bed 
capacity and patient-days, 45; qualified and 
non-qualified, 47; vacancy rates in hospi- 
tals, 48. 


SOCIAL WORKERS, MEDICAL AND PSYCHIATRIC, 
paramedical personnel, 40. 


SOCIETE DES INFIRMIERES VISITEUSES, commun- 
ity nursing, 163. 


SOLDIERS CIVIL RE-ESTABLISHMENT, DEPART- 
MENT OF, 154. 


SOVIET UNION, spectacular development of the 
Russian Arctic, 278. 


SPEECH THERAPISTS, paramedical personnel, 
40, 62; shortages foreseen, 70. 


SPEECH THERAPY, training facilities recom- 
mended, 70. 


SPECIALISTS, in hospital, 241; in the health 
sciences, 133-150. 


STATISTICS ACT, the collection of statistics, 
146, 149. 


STIVER, DR. W. B., observations on prepayment 
plans, 5. 


STRONG, G. F., REHABILITATION CENTRE, devel- 
opment and voluntary activities, 156. 


SURGERY, health research, 88. 

SURGICAL EXPENSES, voluntary organizations, 
163. 

SURGICAL MEDICINE, physiotherapists, 57. 

SWEDEN, qualified physiotherapists, 58, 59; 
voluntary health organizations, 192. 


SWIFT CURRENT MEDICAL INSURANCE PRO- 


GRAMME, increase in number of physicians, 
9. 


vf 
TECHNICAL AND VOCATIONAL TRAINING AS- 


SISTANCE ACT, financial assistance for 
training in paramedical fields, 70. 
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TECHNICAL AND VOCATIONAL TRAINING PRO- 
GRAMMES, training of medical record 
librarians, 52; training of paramedical 
personnel, 67. 

TECHNICIANS, ratios of bed capacity and 
patient-days, 45. 

TELECOMMUNICATION SYSTEM, recommenda- 
tion, 281. 

TERRITORIES, National Health Grants, 97; 
health problems, 265; Northern Health 
Service, 268. 

THERAPEUTIC EQUIPMENT, chiropractors, 78. 

THERAPISTS, paramedical personnel, 40, 57. 

THERAPY, health research, 87, 88. 

TISSUE COMMITTEES, recent trends in the or- 
ganization of health services, 207. 

TORONTO, The St. Elizabeth Visiting Nurses’ 
Association, 163; Victorian Order of 
Nurses, 164; homemaker services, 164. 

TORONTO, UNIVERSITY OF, graduate degrees in 
pharmacy, 23; training of physiotherapists, 
58; training of speech and audiological 
therapists, 62; Connaught Medical Re- 
search Laboratories, 165. 

TRAFFIC INJURY RESEARCH FOUNDATION, ac- 
cident prevention, 174. 

TRAINING, paramedical personnel, 41; dieti- 
tians, 50; medical record librarians, 51; 
laboratory technicians, 52-53; radiological 
technicians, 54; operating-room techni- 
cians, 56; electrocardiography technicians, 
57; physiotherapists, 58; occupational 
therapists, 60; optometrists, 73; opticians, 
74; podiatrists, 75; naturopaths, 79; 
voluntary organizations, 151; recommend- 
ation, 282. 

TRAINING GRANTS, recommended, 8. 

TRAINING PROGRAMMES, paramedical per- 
sonnel, 67. 

TRANS-CANADA MEDICAL PLANS, recent trends 
in the organization of health services, 207. 

TRANSPORTATION, recommendation, 283. 

TRANSPORTATION SERVICES, voluntary organ- 
izations, 167; recommendation, 28k. 

TRANSPORT, DEPARTMENT OF, health services 
in the North, 269. 

TREASURY BOARD, integration and co-ordina- 
tion of the statistical system, 145. 

TREATMENT SERVICES, voluntary organizations, 
161. 
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TREATMENT SERVICES ACT, chiropractic serv- 
ices in Alberta, 76. 

TUBERCULOSIS, research and assistance, 14; 
health statistics, 136; development of 
voluntary activities, 153. 

TUBERCULOSIS HOSPITALS, employment of 
selected health personnel, 43. 

TUBERCULOUS PATIENTS, case-finding, diag- 
nosis and treatment, 161. 


U 


UNEMPLOYMENT INSURANCE COMMISSION, re- 
commendation, 254. 

UNITED FUNDS APPEALS, voluntary organiza- 
tions, 157. 

UNITED KINGDOM, qualified physiotherapists, 
59; voluntary health organizations, 189. 

UNITED NATIONS, radiography, 82. 

UNITED STATES, training of Canadian podia- 
trists, 75; Canadians in chiropractic 
colleges, 77; Canadians training in osteo- 
pathy, 80; National Institutes of Health, 
90; general practitioner, 241. 

UNITED STATES GOVERNMENT, grants, 16. 

UNITED STATES HEALTH INTERVIEW SURVEY, 
health statistics, 139. 

UNITED STATES NATIONAL ACADEMY OF SCI- 
ENCES, effects of radiation on man, 82. 

UNITED STATES PUBLIC HEALTH SERVICE, health 
research carried out in Canada, 101, 105, 
107, 108. 

UNIVERSITE DE SHERBROOKE, training of 
occupational therapists, 62; Department 
of Rehabilitation, 70. 

UNIVERSITIES, training of paramedical per- 
sonnel, 41; represented on Paramedical 
Education Planning Committee, 67; De- 
partment of Rehabilitation, 70; sponsor- 
ship of health research, 90; grants-in-aid 
from Medical Research Council): 91; 
career research investigators, 92; visiting 
scientists awards, 94, 96; grants-in-aid of 
research from federal government, 96; 
applications for federal health research 
assistance, 97; health research projects 
sponsored by foreign agencies, 101; 
expenditures on health research, 102; 
teaching and research in the health sciences, 
111; indirect costs of health research, 113, 
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114; estimated and _ projected health 
research expenditures, 116, 117; expansion 
of health research facilities, 120, 121. 

UNIVERSITY MEDICAL CENTRES, research and 
innovation, 12. 

UNIVERSITY OF ALBERTA, graduate degrees in 
pharmacy, 23; research in dental science, 
Ti: 

UNIVERSITY OF BRITISH COLUMBIA, graduate 
degrees in pharmacy, 23; speech and audio- 
logical therapists, 63; training facilities for 
speech therapy and audiology, 70. 

UNIVERSITY OF MANITOBA, graduate degrees in 
pharmacy, 23; School of Pharmacy, 24; 
Arctic Medical Unit, 98. 

UNIVERSITY OF MONTREAL, graduate degrees 
in pharmacy, 23; training of speech and 
audiological therapists, 62; school for 
optometrists, 70. 

UNIVERSITY OF OTTAWA, Department of 
Rehabilitation, 70; Psychiatry Unit, 98. 
UNIVERSITY OF SASKATCHEWAN, graduate 
degrees in pharmacy, 23; education of 
health personnel, 172; general practitioner, 

244. 

UNIVERSITY OF TORONTO, graduate degrees in 
pharmacy, 23; training of physiotherapists, 
58; training of speech and audiological 
therapists, 62; Radiobiology Unit, 98; 
Connaught Medical Research Labora- 
tories, 165. 
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VANCOUVER, G. F. Strong Rehabilitation 
Centre, 156. 

VANIER, GENERAL GEORGES, the North, 261. 

VENEREAL DISEASES, health statistics, 136; 
development of voluntary activities, 153. 

VETERANS, Canadian Red Cross Society, 154. 

VETERANS AFFAIRS, DEPARTMENT OF, sponsored 
chiropractic training, 78; representative on 
dental research committee, 94; clinical 
health research programme, 98, 99; scien- 
tists engaged in health research, 115; 
development of voluntary activities, 156; 
recommendation, 254. 

VICTORIAN ORDER OF NURSES, development of 
voluntary activities, 152; nursing care, 154; 
community nursing, 163; education of 
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health personnel, 171; federal grants, 178; 
income and expenditure, 179-180; sources 
of funds, 185; distribution of funds, 185; 
organization, 188. 

VIROLOGY, health research 
laboratories, 89. 

viruUS, federal research in public health, 98. 

VITAL STATISTICS, from the Dominion Bureau 
of Statistics, 144, 145. 

VOCATIONAL REHABILITATION, 
tion, 254. 

VOCATIONAL REHABILITATION OF DISABLED 
PERSONS ACT, sick-room supplies, home 
care equipment, appliances, 166; rehabili- 
tation, 252; recommendation, 254. 

VOCATIONAL TRAINING GRANT, rehabilitation, 
163. 

VOLUNTARY AGENCIES, recommendations, 196. 

VOLUNTARY ORGANIZATIONS, freedom, 13; 
sponsorship of health research, 90; health 
research in Canada, 100, 104; health sta- 
tistics, 133; emerging trends, 161; future 
organization of health services, 211; re- 
commendation, 292. 


in Canadian 


recommenda- 


W 


WATER POLLUTION, health statistics, 139. 

WELFARE, DEPARTMENT OF, recommendation, 
254. 

WELFARE GRANTS, training in health research, 
97. 

WELFARE PROGRAMMES, health statistics, 133. 

WINNIPEG, Victorian Order of Nurses, 164. 

WINNIPEG GENERAL HOSPITAL, training of 
operating-room technicians, 56. 

WISE OWL CLUBS, blindness prevention, 174. 

WOMEN’S VOLUNTARY SERVICE, voluntary 
health organizations in the United King- 
dom, 189. 

WORKMEN’S COMPENSATION ACT, chiroprac- 
tors, 76. 

WORKMEN’S COMPENSATION BOARD, recognize 
chiropractic, 78. 

WORLD HEALTH ORGANIZATION, health statis- 
tics, 140. 

WORLD WAR II, venereal diseases, 136; devel- 
opment of voluntary activities, 155; re- 
habilitation, 252. 
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APPENDIX E 
X YUKON, number of pharmacists, 24; Alcoho- 
lics Anonymous, 162; population density, 
X-RAYS, provincial actions affecting health 263; health needs, 263; health services, 268; 
and safety, 83; safety standards, 83. recommendations, 281, 283. 
ry: Zz 


Y.M.C.A. CAMPS, Victorian Order of Nurses, | ZOONOSIS, federal research in public health, 
164. 98. 
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